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SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
 The Compliance Officer shall serve as the 
liaison between Sainǘ 9ƭƛȊŀōŜǘƘΩǎ IƻǎǇƛǘŀƭΣ 
the District of Columbia, the Department of 
Mental Health, and the United States 
Department of Justice regarding compliance 
with this Settlement Agreement. The 
Compliance Officer's exclusive duties are to 
oversee and promote implementation of the 
provisions of the Agreement. 

 

 Specifically, the Compliance Officer's duties 
shall include, but not be limited to: 

 

1 Monitoring and facilitating the District's 
compliance with each of the provisions in 
this Agreement; 

 

2 Preparing semi-annual reports for the 
parties regarding compliance with each of 
the provisions of the Agreement; 

 

3 Facilitating the organizing of and conducting 
formal meetings between the parties on a 
regular and periodic basis, at least quarterly, 
to update the parties regarding compliance 
with the Agreement, including areas of 
improvement and areas of concern; and 

 

4 Providing to the parties any relevant 
information known, or available to the 
Compliance Officer, under any provision of 
the Agreement upon reasonable request. 

 

 The Compliance Officer shall not be 
prohibited from conducting ex parte 
communications with the Department of 
Justice, Civil Rights Division, regarding any 
matter related to this Agreement. 
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SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 

V. INTEGRATED TREATMENT PLANNING  
 By 36 months from the Effective Date 

hereof, SEH shall provide integrated 
individualized services and treatments 
(collectively treatment") for the individuals it 
serves. SEH shall establish and implement 
standards, policies, and protocols and/or 
practices to provide that treatment 
determinations are coordinated by an 
interdisciplinary team through treatment 
planning and embodied in. a single, 
integrated plan. 

 

V.A Interdisciplinary Teams  

 By 36 months from the Effective Date hereof, 
ŜŀŎƘ ƛƴǘŜǊŘƛǎŎƛǇƭƛƴŀǊȅ ǘŜŀƳΩǎ ƳŜƳōŜǊǎƘƛp 
shall be dictated by the particular needs of 
ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ƛƴ ǘƘŜ ǘŜŀƳΩǎ ŎŀǊŜΣ ŀƴŘΣ ŀǘ ŀ 
minimum, the interdisciplinary team for each 
individual shall: 

 

V.A.1 Have as its primary objective the provision of 
individualized, integrated treatment and be 
designed to discharge or outplace the 
individual from SEH into the most 
appropriate, most integrated setting without 
additional disability; 

Recommendation: 
 
1.  Same as in V.A.2 to V.A.5. 
 
SEH Response: Same as in V.A.2 to V.A.5. 
 
2.  Same as in V.B., V.C., V.D., and V.E. 
 
SEH Response: Same as in V.B., V.C., V.D. and V.E. 
 
3.  Implement SEH Corrective Action Plan (CAP) of October 7, 2010 relative to Section V.A. 
 
SEH Response:  Ongoing.   
 
The Hospital, through its Chief of Staff, is implementing the CAP sections that address Section V.A of the Agreement.  
Discipline attendance at IRP conferences is monitored through the IRP observation audit tool as set forth in the CAP. Tab # 
8 IRP observation audit tool.   Also, as provided in the CAP, the IRP manual was revised substantially prior to the 
November 2010 visit and again in early March 2011.  Changes to the Manual include adding more examples of goals, 
objectives and interventions, especially around medical issues. The revised Manual also provides more examples of 
discharge criteria, barriers to discharge and discharge plans.  In part due to results of the clinical chart audits, refresher 
training around writing goals, objectives and interventions was provided to clinical administrators and nurse managers, and 
refresher training around discharge planning was provided to all treatment team members.  Clinical administrators also 
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SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
ǿŜǊŜ ǇǊƻǾƛŘŜŘ ŀŘŘƛǘƛƻƴŀƭ ǘǊŀƛƴƛƴƎ ƻƴ ŎƻƳǇƭŜǘƛƴƎ ǘƘŜ άtǊŜǎŜƴǘ {ǘŀǘǳǎέ ǎŜŎǘƛƻƴ ƻŦ ǘƘŜ /ƭƛƴƛŎŀƭ CƻǊƳǳƭŀǘƛƻƴ ŀƴŘ ǇǊŜǎŜƴǘƛƴƎ ƛǘ 
at the IRP conference.  See Tab # 1, IRP training outlines and data. See also V.A.3. Coaching on both IRP process and IRP 
content continues for all units, and IRP observation audits and clinical chart audits are also occurring.   
 

V.A.2 be led by a treating psychiatrist or licensed 
clinical psychologist who, at a minimum, 
shall: 

Recommendation: 
 
Maintain current level of practice. 
 
SEH Response: Psychiatrists/treatment team leader psychologists continue to lead team and clinical administrators 
continue to co-facilitate. See also V.A.2.a below.  
 
 

V.A.2.a assume primary responsibility for the 
individual's treatment; 

Recommendation:  
 
Maintain current level of practice. 
 
SEH Response: Practice maintained. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ  See below. See Tab # 8 (Table of Attachments), IRP Observation Audit tool.  Please note that the 
άMeanέ from the prior period is based only upon three months of data, as the tool was modified in June 2010. 

1
 

 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C   Indicator #1.  The team is led by the treating 
psychiatrist or licensed clinical psychologist who shall 
ŀǎǎǳƳŜ ǇǊƛƳŀǊȅ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 
treatment 

100 100 94 100 100 100 100 99 

N = All IRP reviews scheduled in the review month  
n = number audited (Audit sample plan provides for 2 audits per unit per month) 
*  The mean for the previous period reflects only three months data. 
See Tab # 9 IRP OBSERVATION AUDIT RESULTS. 
 
Analysis/Action Plans:  Data show consistent high levels of compliance on this requirement.  No corrective actions are 
required.  

                                                 
1
  Throughout this report, we will be using weighted means.  Each table includes weighted mean for the previous review period (Mar-10~Aug-10ύ ǳƴŘŜǊ ΨaŜŀƴ-tΩ ŎƻƭǳƳƴ ǿƘŜǊŜǾŜǊ Řŀǘŀ ƛǎ ŀǾŀƛƭŀōƭŜ 

and weighted mean for the current review period (Sep-10~Feb-11) under Mean-C. 
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SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
 

V.A.2.b require that the patient and, with the 
patient's permission, family or 
supportive community members are 
active members of the treatment team; 

Recommendation: 
 
Continue with identified corrective action plan. 
 
SEH Response:  The Hospital continues to monitor whether family members or community workers were invited to the IRP 
conferences through the IRP observation audits.  In September 2010, the social work supervisors advised social work staff 
that it was their responsibility to ensure family and community workers were invited.  During their monthly audits, social 
work supervisors are reviewing records each month to determine if social workers are noting invitations for IRP 
conferences.  This is monitored through the IRP Observation audits. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ   
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C   Data fields: Family Member invited? 21 42 90 78 91 85 30 60 

%C  Data fields: Community support worker invited 37 58 91 92 100 95 47 77 

N = All IRP reviews scheduled in the review month  
n = number audited (Sample audit plan provides for 2 audits per unit per month) 
*   The Mean for the prior review period reflects only three months of data. 
See Tab # 9 for IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans: Data show significant improvement in performance related to inviting family members and 
community case workers since November 2010.  Performance in each of the four months since that time shows that the 
Hospital is meeting this requirement in over 90% of the cases audits.  Audits will continue, but, given the current  level of 
performance, no additional actions are needed at this time.  
 

V.A.2.c require that each member of the team 
participates in assessing the individual 
on an ongoing basis and in developing, 
monitoring, and, as necessary, revising 
treatments; 

Recommendations: 
 
1. Continue with current  corrective action plan.  
 
SEH Response:  Corrective action plan is being implemented.  (It was updated on March 4, 2011, and a copy is provided 
with this report).   
 
The IRP manual was revised substantially prior to the November 2010 visit, and again was updated in early March 2011 to 
add, inter alia, additional examples of goals, objectives and interventions, especially around medical issues.  Other changes 
to the IRP manual include refining the discharge section of the clinical formulation.  There are now more examples for the 



Saint Elizabeths Hospital Department of Mental Health Government of the District of Columbia 
 

Compliance Report 7 (4/18/2011)  Page 6 of 211 
 

SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
four discharge sections in the clinical formulation (discharge criteria, discharge barriers, discharge plan and discharge plan 
review).  Finally, the clinical chart audit and instructions have been updated and the newest version has been added to the 
manual.  See IRP Manual.   
 
During the review period, additional training around writing goals, objectives and interventions (with a focus on medically 
related goals, objectives and interventions) was provided to clinical administrators and nurse managers and training 
around discharge planning was provided to all team members.  See Tab # 1, IRP training outlines and data. The 
completion of the present status section of the clinical formulation and presentation of present status during the IRP 
conference also was reviewed with the Clinical Administrators and coaching provided.   See also V.A.3 re training data.  
Coaching on both IRP process and content continues for all units, and clinical chart audits are also being conducted,   
 
 

2. Analyze social worker attendance rate monthly and develop additional corrective action plans as necessary if data 
continues to show an unacceptable level of social worker attendance at scheduled IRP conferences. 
 
SEH Response:   SEH is auditing social work attendance at IRP conferences through monthly observations by a core group 
of coaches/observers.  Results are shared with discipline chiefs for follow up.  Social work attendance is significantly 
improved during this rating period, up to 88% mean from a mean of 65% for the prior review period.  
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C   Data fields: Social work Attendance 79 100 81 88 95 83 65 88 

 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ   
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P*  

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C.  #2.  Each member of the team participates in assessing 
the individual on an ongoing basis and in developing, 
monitoring, and, as necessary, revising treatment 

84 100 94 100 95 96 88 95 

N = All IRPs scheduled in the review month  
n = number audited per audit sample plan 
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SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
*   Mean for this period reflects only three months data 
See Tab # 9 for IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans: Data show high level of compliance with this requirement.  The mean improved from 88% in the 
prior review period to 95% during this review period.  IRP conference observations and discipline audits will continue.   
 

V.A.2.d require that the treatment team 
functions in an interdisciplinary fashion; 

Recommendation: 
1. Maintain current level of practice. 
 
SEH Response: Maintained current level of practice. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C.  #3.  The team functions in an interdisciplinary fashion 100 95 94 100 100 100 91 98 

N = All IRPs scheduled in the review month  
n = number audited 
*   Mean for this period reflects only three months data 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans:   Data show high rates of compliance. Continue IRP observation audits.   
 

V.A.2.e verify, in a documented manner, that 
psychiatric and behavioral treatments 
are properly integrated; and 

Recommendations: 
1. Continue to provide a summary of the aggregated monitoring data regarding the integration of psychiatric and 

behavioral modalities.  The data should include the following information: target population (N), population audited 
(n), sample size (%S), indicators/sub-indicators and corresponding mean compliance rates (%C).  The data should be 
accompanied by analysis of low compliance with plans of correction.  Supporting documents should be provided. 

 
SEH Response:  /ƻƳǇƭŜǘŜŘΦ  {ŜŜ ŦŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎ ōŜƭƻǿΦ  
 
2. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  /ƻƳǇƭŜǘŜŘΦ  {ŜŜ ŦŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎ ōŜƭƻǿΦ  
 
3. Ensure that documentation in the psychiatric updates regarding significant developments during the previous interval 

reflects integration of behavioral and psychiatric modalities, as clinically appropriate. 
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SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
 
SEH Response:    Ongoing.  The Psychiatric Update form was modified when it went into AVATAR to better capture 
documentation related to this requirement.   The Psychiatric Update form went live in October 2010, and some additional 
revisions were made effective in April 2011.   The Avatar Psychiatric Update form includes a specific tab to address non-
pharmacological interventions that are being used with an individual in care.  Pre-identified choices include άPBSέ, άTLCέ, 
άbehavioral guidelinesέ, άindividual therapyέ, and άother".  The form requires the psychiatrist to describe the interventions 
(mandatory field) and also prompts the psychiatrist by asking, ά!ǊŜ ǘƘŜǊŜ ŀƴȅ ǎǇŜŎƛŦƛŎ ōŜƘŀǾƛƻǊŀƭ ŀƴŘκƻǊ ǇǎȅŎƘƻŘȅƴŀƳƛŎ 
ƛǎǎǳŜǎ ǘƘŀǘ ŀǊŜ ŀŦŦŜŎǘƛƴƎ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƭŀŎƪ ƻŦ ǇǊƻƎǊŜǎǎΚέ ŀƴŘΣ ƛŦ ŀƴǎǿŜǊŜŘ ȅŜǎ, the description is a mandatory field.  The 
Hospital is monitoring this through the psychiatric update audits.  Data from the audits shows excellent performance on 
this requirement, with the mean 100% for this review period.  See data in the ŦŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎ ǎŜŎǘƛƻƴ ōŜƭƻǿ. Psychiatrists 
are periodically reminded at their monthly meetings of the need to ensure integration of behavioral and psychiatric 
modalities in their monthly updates.  Finally, the PBS team leader continued to train psychiatrists; at the last review period, 
75% of psychiatrists were trained on PBS, and as of February 28, 2011, that has risen to 100%.  Updated PBS data show: 
 

PBS Training to Date (3/1/10-2/28/11) 
 

Discipline # Required # Attended # Competent % Attended % Competent 

Chaplain 6 6 6 100 100 

Clinical Administrator 13 13 13 100 100 

Dentistry 13 13 13 100 100 

Dietary 4 4 4 100 100 

Medical 11 11 11 100 100 

Nursing - Nurse Manager 18 18 18 100 100 

Nursing - RN 93 92 92 99 99 

Nursing - LPN 32 32 32 100 100 

Nursing - RA 202 201 197 100 98 

Psychiatry 67 67 67 100 100 

Psychology 29 28 28 97 97 

Rehabilitation 21 21 21 100 100 

Social Work 16 16 16 100 100 

Treatment Mall 4 4 4 100 100 

Clinical (Other) 7 7 7 100 100 

Total 536 533 529 99 99 

* Percentage of those who passed competency exam out of the total number of employees required for training. 

** Percentage of those who passed competency exam out of the total number of employees who attended 
training. 
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See Tab # 40 PBS Training curricula and data 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ    
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov  Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 21 Does the psychiatric update include an 
appropriate plan that includes integration of behavioral 
and psychiatric interventions? 

100 100 100 96 100 100 97 99 

N = Census as of end of month, less mƻƴǘƘΩs admissions 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans: Data show high performance.  The Hospital will continue to audit this through the psychiatric 
update audits.   
 
 

V.A.2.f require that the scheduling and 
coordination of assessments and team 
meetings, the drafting of integrated 
treatment plans, and the scheduling and 
coordination of necessary progress 
reviews occur. 

Recommendation: 
1. Maintain current level of practice. 
 
SEH Response:  Maintained level of practice. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C.  #4.  The team identified someone to be 
responsible for the scheduling and coordination of 
necessary progress reviews 

100 100 100 100 91 96 95 97 

N = All IRPs scheduled in the review month  
n = number audited 
*   Mean for period reflects only two months data 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
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Analysis/Action Plans: Data show high performance.  Continue to monitor through IRP observation audits.   
 

V.A.3 provide training on the development and 
implementation of interdisciplinary 
treatment plans, including the skills needed 
in the development of clinical formulations, 
needs, goals, interventions, discharge 
criteria, and all other requirements of 
section V.B., infra; 

Recommendation: 
 
1. Continue work with new consultant regarding treatment planning. 
 
SEH Response: Work continues.  Training on the four modules (clinical formulations, developing goals, objectives, and 
interventions, discharge planning and engagement) was held in September 2010; staff who were unable to attend those 
sessions have since been trained.  See Tab # 1 IRP Training materials and training data.  Subsequently, in February 2011, 
as a result of the data from the clinical chart and IRP observation audits, refresher training was provided to the clinical 
administrators on developing the present status section of the clinical formulation and presenting present status at the IRP 
conference.   A second training on developing focus areas, objectives and interventions, with a specific focus on medical 
objectives and interventions, was held with clinical administrators and nurse managers.  Finally all treatment teams were 
provided additional training on engagement of individuals, discharge planning, developing discharge criteria, and 
identifying discharge barriers.  Consultants are also providing coaching around the writing of IRPs and are observing IRPs on 
each unit.   Tab # 2 (IRP Consultant contract); Tab # 1, IRP Training data. 
 

2. Provide re-training where necessary based on audits of written IRPs. 
 

SEH Response:   See response to recommendation # 1.  Consultants are reviewing written IRPs and are providing feedback 
to IRP teams.  This consultant training supplements the coaching provided by internal mentors who observe at least two 
IRPs per unit, and provide an average of 1 ½- 2 hours of coaching each month.  Clinical chart audits continue, and a form 
was developed effective March 2011 for clinical chart audits for use by auditors to highlight areas of strength and areas in 
need of improvement that can be shared with the treatment team.  See Tab # 1 IRP Data around review of IRPs; Tab # 10 
Clinical Chart Audit Tools and Tab # 7 Clinical Chart Audit Feedback Form. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ  Additional training was provided during this review period through the contract with the IRP 
consultant. Data show: 
 

Foci, Objectives, and Interventions in Treatment Planning 
(IRP Module I)   

9/01/2010 ~ 
3/15/2011 

Discipline & 
Number Hours 

# Required # Attended # Competent % Attended 
% Competent*/ % 

of Attendees 
Competent** 

Clinical Administrator 
(15 hours) 

12 12 12 100% 100%/100% 

Nurse Manager (12 
hours) 

16 16 16 100% 100%/100% 

Psychiatry (12 hours) 21 21 21 100% 100%/100% 

Psychology (12 hours) 14 14 14 100% 100%/100% 
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Social Work (12 hours) 12 12 12 100% 100%/100% 

Total 75 75 75 100% 100%/100% 

* Percentage of those who passed competency exam out of the total number of employees required for training. 

** Percentage of those who passed competency exam out of the total number of employees who attended training. 

      

      

Engagement Training ς IRP Module II 
9/01/2010 ~ 

3/15/2011 

Discipline & Number of 
Hours 

# Required # Attended # Competent % Attended 
% Competent*/ % 

of Attendees 
Competent** 

Clinical Administrator 
(2 hours) 

12 12 12 100% 100%/100% 

Nurse Manager (1 
hour) 

16 16 16 100% 100%/100% 

Psychiatry (2 hours) 21 21 21 100% 100%/100% 

Psychology (1 hour) 14 14 14 100% 100%/100% 

Social Work (1 hour) 12 12 12 100% 100%/100% 

Total 75 75 75 100% 100%/100% 

* Percentage of those who passed competency exam out of the total number of employees required for training. 

** Percentage of those who passed competency exam out of the total number of employees who attended training. 

      

Clinical Formulation ς IRP Module III 
9/01/2010 ~ 

3/15/2011 

Discipline & Number of 
Hours 

# Required # Attended # Competent % Attended 
% Competent*/ 
% of Attendees 
Competent** 

Clinical Administrator 
(14 hours) 

12 12 12 100% 100%/100% 

Nurse Manager (12 
hours) 

16 16 16 100% 100%/100% 

Psychiatry (12 hours) 21 21 21 100% 100%/100% 

Psychology (12 hours) 14 14 14 100% 100%/100% 

Social Work (12 hours) 12 12 12 100% 100%/100% 

Total 75 75 75 100% 100%/100% 

* Percentage of those who passed competency exam out of the total number of employees required for training. 
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** Percentage of those who passed competency exam out of the total number of employees who attended training. 

     
 
 

Discharge Planning - IRP Module IV     
9/01/2010 ~ 

3/15/2011 

Discipline & Number of 
Hours 

# Required # Attended # Competent % Attended 
% Competent*/ 
% of Attendees 
Competent** 

Clinical Administrator 
(15 hours) 

12 12 12 100% 100%/100% 

Nurse Manager (15 
hours) 

16 16 16 100% 100%/100% 

Psychiatry (15 hours) 21 21 21 100% 100%/100% 

Psychology (15 hours) 14 14 14 100% 100%/100% 

Social Work (15 hours) 12 12 12 100% 100%/100% 

Total 75 75 75 100% 100%/100% 

* Percentage of those who passed competency exam out of the total number of employees required for training. 

** Percentage of those who passed competency exam out of the total number of employees who attended training. 

        

Engagement and Community Integration II (1 and ½ hours all disciplines) 09/01/10 ~ 03/15/11 

Discipline # Required # Attended % Attended 

Clinical Administrator 12 12 100% 

Nursing - Nurse Manager 16 8 50% 

Psychiatry 22 21 96% 

Psychology 14 14 100% 

Social Work 13 13 100% 

Total 77 68 88% 

 
Writing Focus Areas, Objectives and Interventions/Medical Goals, Objectives and Interventions    (2 
hours all disciplines)        09/01/10 ~ 03/15/11 

Discipline # Required # Attended % Attended 
% Competent*/ 
% of Attendees 
Competent** 

Clinical Administrator 12 11 92% 92%/100% 
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Nursing - Nurse Manager 16 13 81% 81%/100% 

Total 28 24 86% 86%/100% 

 

Present Status of Clinical Formulation (1 ½ hours)- Clinical Administrators 09/01/10 ~ 03/15/11 

Discipline # Required # Attended % Attended 

Clinical Administrator 12 10 83% 

Total 12 10 83% 

 

 
Finally, the consultants have reviewed 48 IRPs and clinical formulations to date. 
 
See Tab # 1 IRP Training data and outlines 
 
Analysis/Action Plans:  Training by consultants is ongoing and will continue as needed and funded.  Training will be led by 
in-house trainers as the Hospital builds capacity.   
 

SUMMARY OF COACHING HOURS 

1A - Allison House 12 

1B - Barton House 7 

1C - O'Malley House 12 

1D - Dix House 6 

1E - Haydon House 12 

1F - Shields House 4 

1G - Howard House 7 

2A - Gorelick House 7 

2B - Nichols House 8 

2C - Blackburn House 10 

2D - Franz House 11 

Annex A 7 

Annex B 11 

V.A.4 consist of a stable core of members, 
including the resident, the treatment team 
leader, the treating psychiatrist, the nurse, 
and the social worker and, as the core team 
determines is clinically appropriate, other 

Recommendation: 
See V.A.2.c. 
 
SEH Response:  See V.A.2.c. 
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team members, who may include the 
patient's family, guardian, advocates, clinical 
psychologist, pharmacist, and other clinical 
staff; and 

CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C.  # Data fields Attendance data core team members:  
                              Clinical Administrator 

95 95 94 88 95 100 93 95 

                              Psychiatrist 95 95 94 100 95 100 98 97 

                              Social Worker 79 100 81 88 95 83 65 88 

                              RN 84 79 81 94 91 91 88 87 

                              Individual 95 100 100 100 100 96 95 98 

N = All IRPs scheduled in the review month  
n = number audited 
*   Mean from prior period is based upon three months data 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans:  Data show high levels of compliance.  Social work attendance improved significantly, and will 
continue to be tracked. Continue to monitor through audits.   
 

V.A.5 meet every 30 days, during the first 60 days; 
thereafter every 60 days; and more 
frequently as clinically determined by the 
team leader. 

Recommendations: 
 
1. Continue auditing as per the instructions in Cell V.B.9. 
 
SEH Response:  Audits are continuing.  
 
2. Present a summary of the aggregated monitoring data in the progress report, including the following information: 

target population (N), population audited (n), sample size (%S), indicators/sub-indicators and corresponding mean 
compliance rates (%C).  The data should be accompanied by analysis of low compliance with plans of correction.  
Supporting documents should be provided. 

 
SEH Response:  See below.  
 
3.    Utilize plan presented in HƻǎǇƛǘŀƭΩǎ ŎƻƳǇƭƛŀƴŎŜ ǊŜǇƻǊǘ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ƳŀƴŀƎŜǊǎ ƘŀǾŜ ŀŎŎŜǎǎ ǘƻ ǘƘƛǎ Řŀǘŀ ƛƴ ŀ ǘƛƳŜƭȅ 
manner and can follow up appropriately with those teams having trouble achieving compliance. 

 
SEH Response:  The IRP related timeliness reports are the next in the queue for Avatar development.  In the meantime, 
performance on this requirement is tracked through the clinical chart audits. Audit findings are now reviewed during the 
clinical administrators meetings and at the clinical leadership meetings.  In addition, as PID implements the new house 
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support project, PID staff will include this data in their unit based data discussions and will work with staff to identify 
strategies for improvement.  See Tab # 139 Performance Improvement Projects, House Support Project 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #2.  The IRP was reviewed and revised as per IRP 
required schedule (at day 30, day 60 and every 60 days 
thereafter) 

50 86 94 88 73 94 86 81 

N = Total number of IRP reviews scheduled 
n = number audited 
Targeted sample size is 26 reviews per month (2 per unit) 
*  Mean for prior period is calculated based upon two months data 
Tab # 3 CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: Data show slightly lower performance on this indicator. Thƛǎ ƛǎ ƭƛƪŜƭȅ ŘǳŜ ǘƻ {ŜǇǘŜƳōŜǊΩǎ ŀǳŘƛǘ 
result, which was impacted by treatment teams being in IRP training for a full week, thereby delaying IRPs during that 
month.  Audits will continue and the trend monitored.  A new management report to track this will be in development 
beginning in April 2011. 

B Integrated Treatment Teams  

 By 36 months from the Effective Date 
hereof, SEH shall develop and implement 
policies and/or protocols regarding the 
development of treatment plans to provide 
that: 

 

V.B.1 where possible, individuals have input into 
their treatment plans; 

Recommendations: 
 
 
1. Provide a summary of all mentoring activities provided to the IRP teams during the review period relative to the 

engagement of individuals.  Specify the participating disciplines in mentoring the teams and the mentoring process 
(didactic, observation, feedback to teams). 

 
SEH Response:  Each team has been provided training and mentoring during the review period, September 2010 to 
February 2011.  Mentors pursuant to the IRP consultation contract include Nirbhay Singh, Ph.D; Ramasamy Manikam, Ph.D; 
and Rachel Myers, Ph.D, RN; (A. Adkins, A. Singh, Ph.D, A. Van Wysnsberghe Ph.D and Chandni Patel, Behavioral Specialist  
participated in the September 2010 training but not the February 2011 sessions).   Internal mentors are Beth Gouse, Ph.D; 
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Haylee Bernstein, LICSW; Nicole Rafanello, Ph.D; Robert Benedetti, Ph.D; Susan Bergmann, LICSW;  Yolanda Williams, 
professional counselor ; Richard Gontang, Ph.D, Shirley Quarles, RN, Tyler Jones, M.D., Clotilde Vidoni- Clark, RN, and 
Robert Morin, Psy.D.  Dr. Manikam and/or internal Hospital mentors have observed and provided coaching to all treatment 
teams during the review period.  In addition to the September 2010 training on the four main modules, the consultants in 
February 2011,  provided intensive, focused didactic training around writing focus statements, objectives and interventions 
for IRPs using examples involving medical conditions and a second training on developing discharge criteria, identifying 
discharge barriers and writing discharge plans and reviews.  During the discharge training, the consultants again focused on 
engagement of individuals, using discharge planning as the framework. A third refresher training was held in February 2011 
with clinical administrators only on completing the present status section of the clinical formulation and presenting present 
status at the IRP conferences.  In addition, the consultants and mentors are reviewing the written IRPs and clinical 
formulations, and providing comments on them; to date, 48 clinical formulations and IRPs have been reviewed and 
feedback provided.  Tab #1 IRP Training Materials and Training Data     
 
New employees are provided an overview of the IRP process during the week long orientation.  Rather than review all four 
IRP related training modules - - engagement; developing clinical formulations; developing  and writing focus areas, 
objectives and interventions; discharge planning - - during the orientation, the Hospital elected to train new direct care 
employees as a group after they have had some exposure to IRP conferences and process.  Thus, each quarter, the Chief of 
Staff will train direct care employees hired during the preceding quarter on each of the four modules.   
 
The internal mentors are expected to observe at least two IRP conferences each month per unit, and provide feedback to 
the treatment teams in accordance with guidelines developed jointly by the Chief of Staff and the Performance 
Improvement Department.  Tab #1 Feedback guidelines; IRP meetings, Phase II Icebreakers.  An average of 1 ½ to 2 hours 
of coaching through IRP observations is provided. Mentors are working with their assigned teams on how to engage 
individuals during Phase II.  Mentors are guided by the IRP-Phase II icebreakers guidelines.   Tab #1 Feedback guidelines; 
IRP meetings, Phase II Icebreakers  All observers/mentors have received the full complement of IRP training including 
developing foci, objectives and interventions, engagement, developing clinical formulations and discharge planning as well 
as the targeted training completed in February  2011.  
 
Clinical chart audits continue, (2 per unit), and the results are shared with clinical staff.  During the review period, a form 
was developed through which the mentors/auditors can provide written comments and suggestions to the treatment 
teams about specifics from the audits.  The form allows auditors to provide examples of what was particularly good in a 
clinical formulation or IRP and what could be improved, and why.  Tab # 10 Clinical chart audit, Tab # 7 Clinical Chart Audit 
Feedback Form.  Below is a chart of individuals who are providing coaching/mentoring to treatment teams. Please note 
that the individuals highlighted in blue provided mentoring in 2010 but are no longer providing mentoring.  

 

TREATMENT TEAM CONSULTANT MENTORS/INTERNAL MENTOR/IRP OBSERVER 

1A Manikem/Benedetti & Bernstein/Jones 

1B Manikem & Myers/Arena/Quarles 

1C Manikem & Adkins/Maher/Morin 

1D Manikem & Van Wysnsberghe /Arena/Benedetti 

1E Manikem &  Van Wysnsberghe /Maher/Rafanello/Vidoni-Clark 
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1F Manikem & A. Singh/Morin/ Bernstein 

1G Manikem & A. Singh/Rafanello/Walden-Yeager/Gaswirth 

2A Manikem & N. Singh/Rafanello/Bergmann 

2B Manikem & N. Singh/Bernstein/Gouse 

2C Manikem & Adkins/Gouse/Gontang 

2D Manikem & Adkins/Walden-Yeager/Rafanello 

 
See V.A.3 for training data. 
 
2. Ensure that team mentors address the process deficiencies outlined in other findings above. 
 
SEH Response: Mentors reinforce the training principles during coaching sessions, and provide ongoing support to teams as 
needed.   In addition, during this review period, clinical administrators were provided additional coaching around 
completion and presentation of present status and treatment teams were also provided additional coaching around 
discharge planning to address related findings from the last visit. IRP observation data and clinical chart audit data is 
shared with mentors as well as with the management of Clinical Operations, to whom clinical administrators report.  
 
3. Continue to provide aggregated data about results of competency-based training of core members of the treatment 

teams regarding the engagement of individuals. 
 
SEH Response: See below.  Please note that the data reflects training of those individuals who missed the previous training.  
In addition, there was some additional coaching around engagement during the discharge related training and the training 
around development of focus areas, objectives and interventions.  

      

Engagement Training ς IRP Module II 
9/01/2010 ~ 

3/15/2011 

Discipline & 
Number of Hours 

# Required # Attended # Competent % Attended 
% Competent*/ 
% of Attendees 
Competent** 

Clinical 
Administrator (2) 

12 12 12 100% 100%/100% 

Nurse Manager (1) 16 16 16 100% 100%/100% 

Psychiatry (2) 21 21 21 100% 100%/100% 

Psychology (1) 14 14 14 100% 100%/100% 

Social Work (1) 12 12 12 100% 100%/100% 

Total 75 75 75 100% 100%/100% 

* Percentage of those who passed competency exam out of the total number of employees required for training. 

** Percentage of those who passed competency exam out of the total number of employees who attended training. 
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Engagement and Community Integration II (1 and ½ hours) 09/01/10 ~ 03/15/11 

Discipline # Required # Attended % Attended 

Clinical Administrator 12 12 100% 

Nursing - Nurse Manager 16 8 50% 

Psychiatry 22 21 96% 

Psychology 14 14 100% 

Social Work 13 13 100% 

Total 77 68 88% 

 
4. /ƻƴǘƛƴǳŜ ǘƻ ƳƻƴƛǘƻǊ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŀǘǘŜƴŘŀƴŎŜ ŀƴŘ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ ǘƘŜ Lwt ŎƻƴŦŜǊŜƴŎŜǎ ǳǎƛƴƎ ǇǊƻŎŜǎǎ ƻōǎŜǊǾŀǘion 

data based on an adequate sample.  Present a summary of the aggregated monitoring data, including the following 
information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators, corresponding 
mean compliance rates (%C) and weighted mean for the review period.  The data should be accompanied by analysis 
of low compliance with plans of correction.  Supporting documents should be provided. 

 
SEH Response:  SEH is monitoring IRP conferences through observation.   Its goal is to monitor two IRP conferences per unit 
per month. Tab # 36 (Audit Plan).  Please note that the Annex closed during this rating period, so there are now only 11 
units.  See data below. 
 
5. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:   See below. 
 

6. LƳǇƭŜƳŜƴǘ ǘƘŜ ŦŀŎƛƭƛǘȅΩǎ /!t ƻŦ hŎǘƻōŜǊ тΣ нлмл ǊŜƭŀǘƛǾŜ ǘƻ ǎŜŎǘƛƻƴ ±Φ.. 
 
SEH Response:   Ongoing. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec  Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 
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%C.  Data Fields: Individual attends the IRP conference 95 100 100 100 100 96 95 98 

%C.  #5.  Individuals have input into their treatment 
plans 

59 82 94 92 86 84 90 83 

N = IRPs scheduled in the review month   
n = number audited 
*   Mean for the prior period reflects only three months of data 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans: Data show performance is below the previous review period, but show a generally improving trend 
since September 2010Ωǎ ǇŜǊŦƻǊƳŀƴŎŜ.  Training on engagement was started in September 2010 and is reinforced through 
coaching.  Additional training around engagement provided during the review period (described above in V.A.3) appears to 
have a positive impact on performance.  This will continue to be monitored through IRP observation audits and corrective 
actions will be implemented if performance declines. 
 

V.B.2 treatment planning provides timely 
attention to the needs of each individual, in 
particular: 

 

V.B.2.a initial assessments are completed within 
24 hours of admission; 

Recommendations: 
 
1. Continue to monitor the timeliness of the initial disciplinary assessments during this review period. Present a summary 

of the aggregated monitoring data in the progress report, including the following information: target population (N), 
population audited (n), sample size (%S), indicators/sub-indicators and corresponding mean compliance rates (%C).  
The data should be accompanied by analysis of low compliance with plans of correction.  Supporting documents 
should be provided. 

 
SEH Response:  Timeliness of initial assessments is being monitored through discipline specific audits.  Data is presented 
below.    
 
2. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
3. Same as in VI.A.1 to VI.A.5. 
 
SEH Response:  See VI.A.1 to VI.A.5. 
 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 
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N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 

%C   # Data fields -CIPA completed within 24 hours of 
admission 

100 100 100 100 100 100 100 100 

N =  Admissions during the month 
n = number audited- target is 20% sample per month 
Tab #  16 CIPA AUDIT RESULTS 
 

COMPREHENSIVE INITIAL NURSING ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 6 8 3 8 8 4 7 6 

%S 19 24 9 23 24 14 17 19 

%C.  #2.  Initial nursing assessments are completed 
within 8 hrs of admission 

67 88 100 88 89 67 72 85 

N = Number of admissions during the month 
n = number audited 
Tab #  4  (CINA audit results) 
 

INITIAL PSYCHOLOGICAL ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 6 2 6 6 2 5 5 

%S 23 18 6 17 18 7 12 15 

%C   # 1 (Part A) Is Part A completed within 5 days of 
admission?  

43 33 100 67 67 0 50 52 

%C   # 1 (Part B) If Part B completed within 12 days of 
admission?  

14 50 50 83 33 50 64 45 

N =  Number of admission 
n = number audited-target is 20% sample (Audit sample plan) 
Tab # 21, IPA audit results 
 

SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 6 7 7 7 7 6 8 7 

%S 19 21 22 20 21 21 20 21 

%C  #  Completed within 5 days of admission 83 57 86 86 71 83 60 78 

N= Number of admissions 



Saint Elizabeths Hospital Department of Mental Health Government of the District of Columbia 
 

Compliance Report 7 (4/18/2011)  Page 21 of 211 
 

SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
n = number audited-target is 20% of admissions(Audit sample plan) 
Tab # 33 SOCIAL WORK AUDIT RESULTS 
 
Analysis/Action Plans: The data show that psychiatric initial assessments are being completed in virtually all cases within 
the first 24 hours but that other discipline assessments are not as timely in completing their initial assessments.  However, 
both nursing and social work have improved in timeliness (nursing improved to 85% from 72% and social work improved to 
78% from 60%).  Nursing also is addressing timeliness by modifying its initial assessment form; it is dividing the form into a 
Part A and Part B. In the past, nurses were unable to complete the form within 8 hours in a number of cases due to the 
circumstances of admission ς at times the individual was uncooperative or sleeping, so the form was not completed and 
could not be saved as final in Avatar.  With the new two part form, which is in development in Avatar, nursing will be able 
to complete part A within 8 hours but will have up to 24 hours to finish Part B.  With respect to the timeliness of social 
work initial assessment, the supervisors are continuing to audit this requirement and address issue with individual social 
workers as they arise.   
 
Psychology continues to struggle with timely completion of IPAs.  The Hospital has not been permitted to fill the three 
psychology vacancies due to budget limitations, but the closing of the Annex has allowed one and one half psychologists to 
be assigned to provide backup to the psychologists assigned to the admissions unit.  Psychology will continue to monitor 
this through audits. 
 
The Hospital is continuing also to work on tƘŜ ƛǎǎǳŜ ƻŦ ǎǘŀŦŦ ƛƴŀŘǾŜǊǘŜƴǘƭȅ ǎŀǾƛƴƎ ŘƻŎǳƳŜƴǘǎ ƛƴ άŘǊŀŦǘέ ǿƘŜƴ ƛƴ ŦŀŎǘ ǘƘŜȅ 
mean to save the document as final.  (Generally, an assessment in draft is not considered timely in the audits.)  Reports are 
available to managers to review those assessments that remain in draft status and data show that the number of 
assessments in draft status is decreasing. Further, audit instructions were revised by some disciplines so that assessments 
that remain in draft status would be rated as timely if the assessment specifically reflects that the reason the assessments 
could not be completed was due to the unavailability/uncooperativeness of the individual in care.   
 

V.B.2.b initial treatment plans are completed 
within 5 days of admission; and 

Recommendations: 
 
1. Continue to monitor the timeliness of the comprehensive IRPs based on an adequate sample.  Present a summary of 

the aggregated monitoring data, including the following information: target population (N), population audited (n), 
sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted average mean.  
The data should be accompanied by analysis of low compliance with plans of correction.  Supporting documents 
should be provided. 

 
SEH Response:  Audits are ongoing, see below. 
 
2. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 



Saint Elizabeths Hospital Department of Mental Health Government of the District of Columbia 
 

Compliance Report 7 (4/18/2011)  Page 22 of 211 
 

SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P*  

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #1.  The Comprehensive IRP was developed on 
the 7

th
 ± 3 calendar days from the day of admission 

67 100 100 100 80 75 83 83 

%C.  #2.  The IRP was reviewed and revised as per IRP 
required schedule (at day 30, day 60 and every 60 
days thereafter) 

50 86 94 88 73 94 86 81 

N = Total number of IRP reviews scheduled 
n = number audited 
*  Mean reflects only two months of audit data from the prior period 
Tab # 3 CLINICAL CHART AUDIT RESULTS  
 
Analysis/Action Plans: The clinical chart audit shows a slight decline in the rate of performance from a mean of 86% in the 
prior review period to a new mean of 81% (although the mean for this period was affected by a particular low performance 
in September, 2010 when teams received a week long training and thus IRPs were late). This will continue to be monitored 
through the clinical chart audit to identify any adverse trends.  Further the development of management reports to 
monitor timeliness of IRPs is expected to begin in Spring, 2011.   
 

V.B.2.c treatment plan updates are performed 
consistent with treatment plan 
meetings. 

Recommendations: 
1. Continue to monitor the treatment plan reviews based on an adequate sample.  Present a summary of the aggregated 

monitoring data in the progress report, including the following information: target population (N), population audited 
(n), sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted mean for the 
review period.  The data should be accompanied by analysis of low compliance with plans of correction.  Supporting 
documents should be provided. 

 
SEH Response: See below. 
 
2. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response: See below.   
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ See V.A.5. 
 
Analysis/Action Plans: See V.A.5. 
 

V.B.3 individuals are informed of the purposes and Recommendations: 
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major side effects of medication;  

1. Continue the process of Consumer Satisfaction Surveys and provide a summary of results. 
 
SEH Response:  The consumer satisfaction survey is completed annually, and was not completed during the review period. 
It will be completed during the next review period.  However, as noted below, the psychiatric update audit began tracking 
whether individuals are informed of the purposes and major side effects of medication in October 2010.  Further, during 
this review period, Consumer Affairs conducted as series of surveys around food services.  See Tab # 50, Food Survey 
Materials. 
 
2. Provide information regarding medication education groups provided during the interval, including number of groups 

scheduled, number of groups held, number of individuals determined to be in need for medication education and 
number of individuals receiving medication education.  

 
SEH Response:   Below is a comparison of capacity relating to medication groups.  Note the census declined from 330 and 
292 between March 2010 and February 2011.   
 

Medication Groups Mar~Aug10 Medication Groups Sept 10~ Feb 11 Medication Groups Feb 11~ present 

 Sessions per 
week 

 Capacity Sessions per 
week 

Capacity Sessions per 
week 

Capacity 

69 494 79 462 72 376 (293 
Enrolled.  All 
who need 
intervention are 
receiving it.) 

 
 The TLCs continue to evolve, and revised programming was implemented effective September 20, 2010.  The 
programming has four key components. These include more comprehensive cognitive programming, which includes an 
ƻƴƭƛƴŜ ŎƻƎƴƛǘƛǾŜ ǎƪƛƭƭ ōǳƛƭŘƛƴƎ ǇǊƻƎǊŀƳ ŦƻǊ ǘƘƻǎŜ ǿƛǘƘ ƳƛƭŘ ŎƻƎƴƛǘƛǾŜ ƛƳǇŀƛǊƳŜƴǘǎΣ ŀ άǇŜƴ ŀƴŘ ǇŜƴŎƛƭέ ŎƻƎƴƛǘƛǾŜ ǎƪƛƭƭ ōǳƛƭŘƛƴƎ 
program for those with moderate impairments, and a sensory enhancement/reminiscence/remotivation program for those 
with mental retardation or dementia.  In addition, there is expanded dosing of groups, which allows for material to be 
presented in a more in depth manner. TAMAR groups (trauma informed care groups) will begin in April 2011, and there are 
more basic social skills/living with people groups that will include videotaping and role playing.  Schedules are built based 
ǳǇƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŘƛŀƎƴƻǎƛǎΣ ƭŜǾŜƭ ƻŦ ŦǳƴŎǘƛƻƴƛƴƎΣ Lwt ƎǊƻǳǇ ƎǳƛŘŜ ŀƴŘ ǘƘŜ ƴŜŜŘǎ ŀƴŘ ŎƘƻƛŎŜǎ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΦ   
 
As of February 2011, mŜŘƛŎŀǘƛƻƴ ƎǊƻǳǇǎ ƛƴŎƭǳŘŜ ά¦ƴŘŜǊǎǘŀƴŘƛƴƎ ¸ƻǳǊ LƭƭƴŜǎǎ ŀƴŘ ¢ǊŜŀǘƳŜƴǘέ όǇǎȅŎƘƛŀǘǊȅύ όcapacity 94, 
enrolled 64ύΣ άWhatΩǎ ¦Ǉ 5ƻŎΚέ όǇǎȅŎƘƛŀǘǊȅύ όŎŀǇŀŎƛǘȅ мсΣ ŜƴǊƻƭƭŜŘ моύΤ άaŜƴǘŀƭ IŜŀƭǘƘ ¢ŜŀŎƘƛƴƎ/Illness Recoveryέ 
(psychiatry) (capacity 88, enrolled 59ύΤ ŀƴŘ ά¦ƴŘŜǊǎǘŀƴŘƛƴƎ ¸ƻǳǊ LƭƭƴŜǎǎ ŀƴŘ ¢ǊŜŀǘƳŜƴǘέ όƴǳǊǎƛƴƎύ όcapacity 20, enrolled 13), 
Medication Education (nursing) (capacity 158, enrolled 131), and Understanding Treatment (nursing) (capacity 10, enrolled 
10).   See Tab # 69 for TLC Schedule; Tab #163 for Medication Group Capacity Data. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
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PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 14 Does the update reflect that medication 
benefits, risks and side effects were explained to the 
individual in care? 

*  *  *  100 100 100 *  100 

N = [ŀǎǘ Řŀȅ ƳƻƴǘƘƭȅ ŎŜƴǎǳǎ ƭŜǎǎ ƳƻƴǘƘΩǎ ŀŘƳƛǎǎƛƻƴǎ 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
*  No indicator in tool used during this period 
Tab # 11, PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  The Psychiatric Update was modified in Avatar effective October 2011 and, in the Pharmacological 
ǎŜŎǘƛƻƴΣ ƛƴŎƭǳŘŜǎ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ŀǎ ǊŜǉǳƛǊŜŘ ŦƛŜƭŘǎΥ άIƻǿ ƛǎ ƳŜŘƛŎŀǘƛƻƴ ōŜƛƴƎ ƎƛǾŜƴέ ς voluntarily or involuntarily and 
ŘŜǎŎǊƛōŜΤ άƘŀǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ƘŀŘ ŀƴȅ ǎƛŘŜ ŜŦŦŜŎǘǎ ŦǊƻƳ ƳŜŘƛŎŀǘƛƻƴέ ŀƴŘ ŘŜǎŎǊƛōŜ ƛŦ ȅŜǎΤ άƘŀǾŜ ŀƴȅ ƳŜŘƛŎŀǘƛƻƴǎ ōŜŜƴ 
ŎƘŀƴƎŜŘ ƛƴ ƭŀǎǘ ƳƻƴǘƘέ ŀƴŘ ƛŦ ǎƻΣ ŘŜǎŎǊƛōŜΤ ŀƴŘ άhave benefits of treatment prescribed and any risks or possible side effects 
ōŜŜƴ ŘƛǎŎǳǎǎŜŘ ǿƛǘƘ ǇŀǘƛŜƴǘέ ǿƛǘƘ ŀ ŘƛǎŎǳǎǎƛƻƴ ǎǳƳƳŀǊȅΦ  ¢Ƙƛǎ was revised in the Psychiatric Update effective in April 2011 
ǎƻ ǘƘŀǘ ǇǎȅŎƘƛŀǘǊƛǎǘǎ ƴƻǿ Ƴǳǎǘ ŀŘŘǊŜǎǎ ǿƘŜǘƘŜǊ άǘƘŜǊŜ ŀǊŜ ƳŜŘƛŎŀǘƛƻƴ ŎƘŀƴƎŜǎ ƳŀŘŜ ƛƴ ǊŜǎǇƻƴǎŜ ǘƻ ŀƴȅ ƻŦ ǘƘŜ ŦƻƭƭƻǿƛƴƎΥ 
{¢!¢ ƳŜŘƛŎŀǘƛƻƴǎΣ {ŜŎƭǳǎƛƻƴ ƻǊ ǊŜǎǘǊŀƛƴǘΣ ǎƛŘŜ ŜŦŦŜŎǘǎ ƻǊ ƴƻ ŎƘŀƴƎŜǎέΣ ŀƴŘ ŀ ŘŜscription of side effects is required.  
tǎȅŎƘƛŀǘǊȅ ŀƭǎƻ ǎƭƛƎƘǘƭȅ ƳƻŘƛŦƛŜŘ ǘƘŜ ǉǳŜǎǘƛƻƴ ŎƻƴŎŜǊƴƛƴƎ ǎƛŘŜ ŜŦŦŜŎǘǎ ƻŦ ƳŜŘƛŎŀǘƛƻƴ ŘƛǎŎǳǎǎƛƻƴ ǎƻ ƛǘ ƴƻǿ ǊŜŀŘǎ άIŀǾŜ ǘƘŜ 
risks and benefits of current treatment been discussed with the patient, and it still includes a mandatory section for a 
άŘƛǎŎǳǎǎƛƻƴ ǎǳƳƳŀǊȅέΦ  See Tab # 17 Psychiatric Update Forms.  This item was only audited beginning with December 
2010, so there are only three months of data available.  This will continue to be monitored through psychiatric update 
audits and corrective actions will be taken as needed.   
 

V.B.4 each treatment plan specifically identifies 
the therapeutic means by which the 
treatment goals for the particular individual 
shall be addressed, monitored, reported, 
and documented; 

Recommendations: 
 
1. Same as in V.D.1, V.D.2 and V.D.3. 
 
SEH Response:   See V.D.1, V.D.2 and V.D.3. 
 
2. Same as in V.D.4 and V.D.5. 
 
SEH Response: See V.D.4 and V.D.5. 
 
3. Continue to monitor this requirement based on an adequate sample.  Present a summary of the aggregated 

monitoring data in the progress report, including the following information: target population (N), population audited 
(n), sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted mean for the 
review period.  The data should be accompanied by analysis of low compliance with plans of correction.  Supporting 
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documents should be provided. 

 
SEH Response: Audits are continuing.  
 
4. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See below. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #3.  Each treatment plan specifically identifies the 
therapeutic means by which the treatment goals for the 
particular individual shall be addressed, monitored, 
reported and documented 

64 91 83 78 91 88 95 83 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean reflects only two months of audit data for the prior period 
See Tab # 3 CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans:  Data from the clinical chart audits show a compliance rate lower than in the prior review period 
(which was only a two month period), but probably is more indicative of performance.   The Hospital provided additional 
training in February 2011 targeting the writing of focus statements, objectives and interventions in the IRP and completion 
of present status and discharge related sections of the clinical formulation.  In addition, each treatment team had at least 
three clinical formulations and IRPs reviewed by the consultant who provided comments and coaching.  Audits will 
continue. 
 

V.B.5 the medical director timely reviews high-risk 
situations, such as individuals requiring 
repeated use of seclusion and restraints; 

Recommendations: 
 
1. Continue to provide data regarding documentation of the review and assessment by the Director of Psychiatric 

Services of individuals who reach high risk triggers/thresholds. 
 
SEH Response:  Ongoing.  During this rating period, the Director of Psychiatric Services continues to review the cases of 
many of those individuals who reach high risk indicators, although with a slightly modified process.  See Tab #56, Tracking 
Reports for High Risk Indicators.  Under the process used during the review period, tƘŜ IƻǎǇƛǘŀƭΩǎ Risk Manager continues 
to monitor unusual incident reports and identifies those cases where an individual in care is involved in three or more 
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incidents of any type within a 30 day period on a weekly basis.  In addition to notifying the treatment team, the Risk 
Manager notifies the Director of Psychiatric Services when an individual meets this indicator.   The treatment team is 
expected to meet and address the issues within a week, and the Director of Psychiatric Services follows up to review the 
ǘŜŀƳΩǎ ǊŜǎǇƻƴǎŜΣ ƳŀƪŜǎ ŀƴȅ ŀŘŘƛǘƛƻƴŀƭ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎΣ ŀƴŘ writes a progress note in Avatar.  The Risk Manager updates 
a spread sheet with the Director of Psychiatric Services recommendations and the information is returned to the original 
recipients.  In addition, beginning in March 2011, with the implementation of the High Risk Indicator Tracking and Review 
Policy, the Psychiatric Services Director will review as a level two review when the high level thresholds (two or more 
episodes of restraint/seclusion in 24 hour period, three or more episodes in a rolling 30 day period, any restraint/seclusion 
episode lasting more than 12 hours, three or more UIS in 30 day period, three or more emergency involuntary medication 
administrations in a 24 hour period) are reached.  This will be tracked by PID, and a database is being developed to help 
track this. 
 
2. Same as in XII.E.2. 
 
SEH Response:  See XII.E.2. 
 

V.B.6 mechanisms are developed and 
implemented to ensure that all individuals 
adjudicated Not Guilty by Reason of Insanity 
("NGRI") receive ongoing, timely, and 
adequate assessments by the treatment 
team to enable the courts to review 
effectively modifications in the individual's 
legal status; 

Recommendation: 
1. Maintain current level of practice. 
 
SEH Response:   Current practice maintained. 
 

V.B.7 treatment and medication regimens are 
modified, as appropriate, considering factors 
such as the individual's response to 
treatment, significant developments in the 
individual's condition, and the individual's 
changing needs; 

Recommendations: 
 
1. Same as in V.E.3, V.E.4 and V.E.5. 
 
SEH Response:  See V.E.3, V.E.4 and V.E.5. 
 
2. Same as in VIII. 
 
SEH Response: See VIII. 
 
3. Continue to monitor this requirement based on an adequate sample.  Present a summary of the aggregated 

monitoring data in the progress report, including the following information: target population (N), population audited 
(n), sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted mean for the 
review period.  The data should be accompanied by comparative data to the last review and analysis of low 
compliance with plans of correction.  Supporting documents should be provided. 

 
SEH Response:  See below. 
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CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ Please note that while this requirement was included in the clinical chart audits the question was 
confusing to auditors and thus data collected is not reliable. As indicate below, the question has been clarified, and data will 
be available beginning March, 2011. 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #4.  Treatment and medication regimens are 
modified, as appropriate, considering factors such as the 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘ, significant 
ŘŜǾŜƭƻǇƳŜƴǘǎ ƛƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƻƴŘƛǘƛƻƴ ŀƴŘ ŎƘŀƴƎƛƴƎ 
needs. 

**  **  **  **  **  **  64 **  

N = All IRP reviews scheduled in the review month 
n = number audited 
*  Mean reflects only two months of audit data from the prior period 
* * Data analysis suggested that auditors had differing interpretations of the question and thus results were invalid. The 
question has been revised effective with March clinical chart audits 
Tab # 3, CLINICAL CHART AUDIT RESULTS 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   #10  Does the psychiatric update accurately reflect 
ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘκǇǊƻƎǊŜǎǎΚ  

100 100 100 100 100 100 98 100 

%C   # 11 Does the diagnosis reflect current clinical data 
or was it changed or updated based upon change in 
current clinical data? 

100 100 100 96 100 100 98 99 

%C   # 18 Does the pharmacological plan of care reflect 
the diagnoses, mental status assessment and 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘΚ 

97 100 100 96 100 100 99 99 

%C  # 22  Does the update adequately analyze the risks 
and benefits of the chosen treatment interventions? 

   96 100 100  99 

N = /Ŝƴǎǳǎ ŀǎ ƻŦ ŜƴŘ ƻŦ ƳƻƴǘƘΣ ƭŜǎǎ ƳƻƴǘƘΩǎ ŀŘƳƛǎǎƛƻƴǎ 
n = number audited 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
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Analysis/Action Plans:  The Hospital modified the Psychiatric Update in Avatar in an effort to improve documentation 
around response to treatment and progress.  The Psychiatric Update now requires psychiatrists to address medication 
response, assess whether the psychiatric condition is generally improving, unchanged or worsening, include a narrative 
describing their overall assessment/changes in symptoms and functional condition since the last assessment, document 
whether the individual is progressing toward treatment goals and to describe that progress.   The Psychiatric Update audits 
show high levels of compliance on this requirement. These audits will continue.  
 
As noted, data from the clinical chart audits relating to this requirement are not available.  There were issues with 
interpretations with this indicator, making the data not reliable.  These were resolved with some modification to the 
language of the instructions and data will be available beginning with March 2011 audits.  

V.B.8 an inter-unit transfer procedure is developed 
and implemented that specifies the format 
and content requirements of transfer 
assessments, including the mission of all 
units in the hospital; and 

 
Recommendations: 
 
1. Continue to monitor this requirement based on an adequate sample.  Present a summary of the aggregated 

monitoring data, including the following information: target population (N), population audited (n), sample size (%S), 
indicators/sub-indicators and corresponding mean compliance rates (%C).  The data should be accompanied by 
analysis of low compliance with plans of correction.  Supporting documents should be provided. 
 

SEH Response: The Hospital continues to monitor inter-unit transfers using the same tool as used in the prior review 
period, which is mostly focused on presence or absence of documentation by disciplines, although there is some focus on 
content and quality.    Audits were completed for each month during the review period, and the data are set out below. 
See Tab # 60 Transfer audit tool/instructions   
 
Please note that the high number of inter-unit transfers in January and February were due to the closure of all units in the 
Annex.   

 

2. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response: See data below.  
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

INTER-UNIT TRANSFER AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 9 2 1 3 15 22 11 9 

n 4 2 1 3 3 5 5 3 

%S 44 100 100 100 20 23 47 35 

%C   #I.11 Transfer summary form completed by 
psychiatrist 

50 100 100 67 100 80 n/a 78 

 %C  #I.8.a Psychiatric acceptance note present 100 100 100 33 100 60 71 78 
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%C   #I.7.b SW transfer note present 50 100 100 67 100 100 19 83 

%C   #I.8.b SW acceptance note present 50 100 0 67 0 20 19 39 

%C   #I.7.c Nursing transfer note present 50 100 100 67 100 40 65 67 

%C   #I.8.c Nursing acceptance note present 100 100 0 100 33 100 77 83 

%C   #I.7.d GMO transfer note present 50 100 100 67 100 60 58 72 

%C   #I.8.d GMO acceptance note present 100 100 100 100 100 60 52 89 

%C   #I.13.b Rationale for transfer 100 100 100 100 100 80 n/a 94 

%C   #1.13.c Current behavior, treatment and response 75 50 100 100 100 80 65 82 

%C   #I.13.e Anticipated benefit of transfer 100 50 100 50 100 80 71 82 

%C   #I.13.g Brief course of treatment 75 100 100 50 100 80 65 82 

%C   # I.13.h Risk factors 100 100 100 50 100 80 68 88 

%C   #1.13.i Current diagnosis 100 100 100 100 100 80 74 94 

%C   #1.13.j Discharge barriers 100 100 100 50 100 40 71 76 

%C   #I.13.k Recommended plan of care 100 100 100 50 100 80 61 88 

%C   2.II.2  IRP completed within 7 days of transfer 0 100 100 100 100 80 58 72 

N= number of inter-unit transfers in the month 
n= population monitored 
*  Because the transfer summary that was added to Avatar serves the same purpose as the note, this question was 
removed from the audits.   
Tab # 61 TRANSFER AUDIT RESULTS, March through August  
 
Analysis/Action Plans: ¢ƘŜ ŀōƻǾŜ Řŀǘŀ ǎƘƻǿ ǘƘŀǘ ǘƘŜ IƻǎǇƛǘŀƭΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ƛƴ ŎƻƳǇƭŜǘƛƴƎ ƛǘǎ ǘǊŀƴǎŦŜǊ ƴƻǘŜǎ ƻǊ ƛƴ Ŧǳƭƭȅ 
documenting information about the individual in making or receiving the transfer significantly improved during this review 
period; all indicators showed improvement. Data further show that it is meeting the timeliness standard around treatment 
planning also more frequently than during the prior review period.  Documentation around transfers at the time of the 
transfer will continue to be monitored by the Office of Clinical Operations and audits will continue.    
 

V.B.9 to ensure compliance, a monitoring 
instrument is developed to review the 
quality and timeliness of all assessments 
according to established indicators, including 
an evaluation of initial evaluations, progress 
notes, and transfer and discharge 
summaries, and a review by the physician 
peer review systems to address the process 
and content of assessments and 
reassessments, identify individual and group 
trends, and provide corrective follow-up 
action. This requirement specifically 
recognizes that peer review is not required 
for every patient chart. 

 
Recommendation: 
1. Present an outline of all current self-assessment tools, including sample sizes, status of implementation during the 

review period, any modifications made during the review period or planned for next review period. 
 
SEH Response:  The Hospital is currently monitoring through a variety of tools.  Audits continuing or beginning during this 
review period include IRP observation audits, clinical chart audits, therapeutic progress note audits, CIPA audits, psychiatric 
update audits, TD audits, IPA (Psychology) audits, psychology risk assessment audits, psychology evaluation audits, PBS 
audits, Initial rehabilitation services audits, SWIA audits, SW update audits, CINA audits, nursing update audits, seclusion 
and restraint audits, discharge record review audits, transfer audits, substance abuse Intervention audits, and the post - 
discharge services audits completed by MHA.  An audit of the use of Emergency Involuntary Medication began in October 
as did audits of group facilitators.  Below is a summary table.  
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AUDIT RESULTS AUDIT STATUS CHANGES IN AUDIT TOOLS SINCE LAST REVIEW 

IRP observation 
audits 

Ongoing throughout review period.   
Target is 2 per unit per month. There 
are 11 units.  

No change to tool since last review. 

Clinical chart audit Began for IRPs completed in July 2010.  
No data for March through June 2010 
so prior period mean is based upon 
two month sample.  Target is 2 per unit 
per month. Audits were completed for 
each of the months during this review 
period. 

Tool was modified in January 2011 to combine 
questions relating to timeliness and to clarify 
instructions after inter-rater reliability issues were 
identified.  Additional changes to instructions in 
indicator 4 were made in March 2011.  Changes 
were also made in early April 2011. All versions of 
tools are provided in Tab # 10, in both clean 
versions and track changes versions for ease of 
review.   

Therapeutic progress 
note audit 

Ongoing for two months of Jan and Feb 
for psychology, psychiatry, social work, 
nursing  and rehabilitation services.  
None for nursing. Target is 1 note per 
group leader and individual therapist 
per month. 

Tool was slightly modified in September 2010 to 
clarify instructions but indicators are the same.  In 
November, based upon input from DOJ 
consultants, tool was modified to remove specific 
questions.  Tool revised again in February 2011 to 
break down some of the questions into more 
discrete indicators.  Final change was made in 
March to correct grammar in question 6.  All 
versions of the tool are provided.  

CIPA audit Ongoing throughout review period.  
Target is 20%. 

Tool was modified in December 2010 to 
incorporate recommendations by DOJ consultant.  
Several questions were removed, and questions 
were reordered to improve flow.  A question was 
added concerning whether appropriate labs and 
consultations were ordered and whether the audit 
results were discussed with psychiatrist. The 
changes to the tool are reflected in the audit 
results. 

Psychiatric Update 
audit tool 

Ongoing through the review period. 
Target is 2 reviews per unit 
psychiatrist. 

Tool was modified in December 2010 to improve 
clinical flow and reflect new psychiatric update 
form in Avatar.  Questions were added around high 
risk medication practices (i.e. use of 
benzodiazepines for more than 90 days) as the 
medication monitoring audit was stopped.  
Changes to the tool are reflected in the audit 
results.  
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Psychiatry TD audit 
tool 

Ongoing for review period.  Target is 
each case of TD diagnosis every six 
months. 

Tool updated January 2011. New question was 
added as to whether psychiatric update reflects TD 
status.   

Psychology IPA audits Ongoing for review period.  Target is 
20%. 

No change to tool 

Psychology Risk 
Assessment 

Ongoing for review period.  Target is 1 
per psychologist who completes them. 

Tool revised to eliminate specific questions and to 
add additional questions.   Audit results indicate 
which questions were added and deleted.  

Psychology 
Evaluation 

Ongoing for review period.  Target is 1 
per psychologist who completes them. 

Tool revised to eliminate specific questions and to 
add additional questions.   Audit results indicate 
which questions were added and deleted.  

PBS audit tool Ongoing for review period.  Target is 
50% of plans and guidelines. 

No change in tool. 

Neuropsychology 
assessment audits 

Ongoing during review period. Tool revised to eliminate specific questions and to 
add additional questions.   Audit results indicate 
which questions were added and deleted. 

Initial Rehabilitation 
Assessment audit 
tool 

Ongoing for review period.  Target is 
20%. 

Small changes in tool and instructions beginning 
with September 2010 audits.  

SWIA audit tool Ongoing for review period. Target is 
20%. 

Small changes in tool and instructions beginning 
with September 2010 audits to include tracking of 
whether family was invited to IRP conference.  Tool 
was modified effective March 2011 to better 
reflect IRP process.  

SW Update audit tool Ongoing review period.  Target is 1 per 
social worker. 

Small changes in tool and instructions 
implemented with September 2010 audits to 
include tracking of whether family was invited to 
IRP conference.  Tool was modified effective March 
2011 to better reflect IRP process. 

Medication 
Monitoring audits 
(Pharmacy) 

Discontinued during this rating period 
per DOJ recommendation. 

Questions around high risk medication practices 
were added to Psychiatric Update audits as this 
audit was discontinued.   

Emergency 
Involuntary 
medication audits 

Audits began in October 2010. 
Target is 20%.  

No change in tool. 

CINA audits  Ongoing for review period.  Target is 
20%. 

No change to tool. Will be modified during this 
upcoming review period to reflect CINA two part 
form.  

Nursing Update 
audits 

Ongoing for period. Target is 4 per unit. New tool was used beginning in November 2010.  
Audit results show new questions. New tool 
required due to change in progress update form. 
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Seclusion and 
restraint audit 

Target is 50% of cases. Tool was completely rewritten to track the 
requirements of the Settlement Agreement.  

Discharge record 
audit tool 

Ongoing. Target is 10%. Two new questions added in December 2010 
around providing copy of discharge plan of care to 
individual in care and signature.  

Inter-unit  transfer 
audit tool 

Ongoing. Target is 20%. No change in tool during this review period.  

Group facilitator 
observation audit 
tool 

Audits begun in November.  Target is 
one per group leader per 4 months.  

Implemented tool provided during last review.  

DMH post discharge 
audits 

Monthly Tool modified beginning for September 2010 audits 
to include whether DMH received discharge plan of 
care. 

 
2. Consolidate and simplify some of the auditing tools that address overlapping areas and that contain redundant 

indicators (e.g. Medication Monitoring Audit can be discontinued in favor of a more complete Psychiatric Update Audit 
and the Therapeutic Progress Notes tool can be simplified). 

 
SEH Response:  The Hospital discontinued the medication monitoring audits and incorporated specified topics into the 
Psychiatric Update audit tool.  Monitoring of polypharmacy, use of new generation anti-psychotics, use of anti-cholinergics 
in high risk groups, long term use of benzodiazepines in high risk populations and some medication practices involving 
geriatric individuals is now completed through the Psychiatric Update audits.  Other tools were modified as indicated in the 
above chart.  Audits are continuing and data are published at regular intervals.  

V.C. By 24 months from the Effective Date 
hereof, SEH shall establish policies and/or 
protocols to provide that treatment planning 
is based on case formulation for each 
individual based upon an integration of the 
discipline-specific assessments of the 
individual. Specifically, the case formulation 
shall: 

 

V.C.1 be derived from analyses of the information 
gathered including diagnosis and differential 
diagnosis; 

Recommendations: 

 
1. Continue to provide aggregated data regarding competency-based training of IRP team core members regarding the 

Interdisciplinary Case Formulation.   
 
SEH Response:  See V.A.3 and V.B.1 for training information and data. See Tab # 1 for IRP training materials and data. 
 
2. Continue to monitor this requirement based on an adequate sample.  Present a summary of the aggregated 

monitoring data in the progress report, including the following information: target population (N), population audited 
(n), sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted mean for the 
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review period.  The data should be accompanied by analysis of low compliance with plans of correction.  Supporting 
documents should be provided. 

 
SEH response:  See data below. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH response:  See data below. 
 
4. Implement SEH CAP of October 7, 2010 relative to section V.C. 
 
SEH response:  The Psychiatric Update, CIPA, IRP and clinical formulation forms were modified to incorporate specific DOJ 
recommendations and to improve the flow of the documents.  The Hospital no longer uses a clinical formulation update, 
but only a single clinical formulation form.   See Tab # 5 IRP form, # 6 Clinical Formulation form, # 14 CIPA form, # 17 
Psychiatric Update form.  Audits by all disciplines of the initial assessments and updates continue, as do the IRP 
observation and clinical chart audits.  Audit results are shared by disciplines with their staff, discipline chiefs are providing 
individualized coaching as needed, and IRP and clinical chart audit related data are shared with clinical leadership. In 
addition, the Hospital through its consultants provided targeted training with clinical administrators on completion of 
present status in the clinical formulation and presentation of present status. Training was also provided to clinical 
administrators and nurse managers on developing goals, objectives and interventions for medical needs, and with the 
entire treatment teams in developing discharge criteria, plans and identifying discharge barriers.      
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P*  

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #5.  The clinical formulation should be derived 
from analyses of the information gathered including 
diagnosis and differential diagnosis 

48 74 70 89 77 88 71 74 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean reflects only two months of audit data from the prior review period 
** Sample size 2 per unit (22) 
See Tab# 3 CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: The data reflect marginal improvement from the prior review period, although the trend in the last 
several months of the current review period shows that performance is nearing the 90% mark.  Additional training with 
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clinical administrators was provided around developing and presenting the present status section of the clinical 
formulation and at least three clinical formulations and IRPs per team have been reviewed by consultants with feedback 
provided.  The Hospital will continue the now monthly clinical chart audits to identify areas and or units in which additional 
training or coaching may be needed and may identify additional actions during the upcoming review period if indicated.  In 
addition, clinical chart auditors will be using a newly implemented feedback form to provide specific comments based upon 
their audits.  See Tab # 10 Clinical chart audit tool, Tab # 7 Clinical Chart Audit Feedback Form. 
 
Finally, the clinical formulation was modified to reflect the new IRP manual and the clinical formulation update deleted, so 
only one form is used for the original clinical formulation and for updates.   

V.C.2 include a review of clinical history, 
predisposing, precipitating, and perpetuating 
factors, present status, and previous 
treatment history; 

Recommendations: 
1. Same as above. 

 
SEH Response:  Same as above. 

 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #6.  The clinical formulation includes a review of 
clinical history; predisposing, precipitating and 
perpetuating factors; present status and previous 
treatment history 

50 78 75 82 79 87 49 75 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean reflects only two months of audit data for the prior review period 
** Sample size 2 per unit (22) 
See Tab# 3 CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans:  Data suggest that the Hospital is improving in addressing the six Ps as part of the clinical 
formulation.  This likely reflects that the training provided to date has been effective.  To further strengthen performance, 
the Hospital, through its consultants, provided targeted coaching with clinical administrators on presentation of present 
status, which was designed to address deficiencies noted by DOJ in its report and exit conference.  Coaching through 
review of at least three IRPs and clinical formulations per team also began in late 2010, so additional improvement should 
be evidenced during the upcoming review period.  The Hospital will continue the now monthly clinical chart audits to 
identify areas and or units in which additional training or coaching may be needed and may identify additional actions 
during the upcoming review period if indicated.  The Clinical Chart Audit Feedback Form will be used by the clinical chart 
auditors.  
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V.C.3 include a psychopharmacological plan of 
care that includes information on purpose of 
treatment, type of medication, rationale for 
its use, target behaviors, possible side 
effects, and targeted review dates to 
reassess the diagnosis and treatment in 
those cases where individuals fail to respond 
to repeated drug trials; 

Recommendations: 
1. Same as above. 
 
SEH Response:  Same as above. 
 
2. Same as in VI.A.5 
 
SEH Response:  Same as VI.A.5. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 18 Does the psychopharmacological plan of care 
reflect the diagnoses, mental status assessment, and 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘΚ 

97 100 100 96 100 100 99 99 

N = [ŀǎǘ Řŀȅ ƳƻƴǘƘƭȅ ŎŜƴǎǳǎ ƭŜǎǎ ƳƻƴǘƘΩǎ ŀŘƳƛǎǎƛƻƴǎ 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
Tab # 11, PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans: ¢ƘŜ IƻǎǇƛǘŀƭΩǎ ŀǳŘƛǘ ƻŦ ǇǎȅŎƘƛŀtric updates shows high performance on this requirement and no 
additional steps are required.  The Hospital will continue to audit the psychiatric update.   

 

V.C.4 consider biochemical and psychosocial 
factors for each category in Section V.C.2., 
supra; 

Recommendations: 
1. Same as above. 
 
SEH Response:  See above.  
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 
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%C.  #7.  The clinical formulation considers 
biochemical and psychosocial factors as clinically 
appropriate 

89 95 100 89 90 91 85 92 

N = All IRP reviews scheduled in the review month   
n = number audited 
*   Mean reflects only two months of audit results from the prior review period 
** Sample size 2 per unit (22) 
See Tab # 3 CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: The data reflect high performance of this requirement.  Clinical chart audits will continue.  

 

V.C.5 consider such factors as age, gender, culture, 
treatment adherence, and medication issues 
that may affect the outcomes of treatment 
interventions; 

Recommendations: 
 
1. Same as above. 
 
SEH Response:  Same as above. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #8.  The clinical formulation considers such 
factors as age, gender, culture, treatment adherence, 
and medication issues that may affect the outcomes 
of treatment and rehabilitation interventions 

88 95 100 100 95 96 74 96 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean reflects two months of audit data from the prior review period 
** Sample size 2 per unit (22) 
See Tab # 3 CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: The data reflect improved, and high performance for this requirement.  Clinical chart audits will 
continue. 
 

V.C.6 enable the treatment team to reach 
determinations about each individual's 
treatment needs; and 

Recommendations: 
 
1. Same as above. 
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SEH Response:  Same as above. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #9.  The clinical formulation enables the 
interdisciplinary team to reach determinations about 
ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ǘǊŜŀǘƳŜƴǘ ƴŜŜŘǎ 

15 43 40 56 55 58 37 45 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean reflects two months of audits for the prior review period 
** Sample size 2 per unit (22) 
See Tab # 3 CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: While improved from the last review period, the data show significant improvement is still needed 
in completing a clinical formulation in a manner that enables the treatment team to reach determinations about each 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǘǊŜŀǘƳŜƴǘ ƴŜŜŘǎΦ  The Hospital provided additional training in February 2011 to address some issues around 
completion of the present status section of the clinical formulation and also is providing coaching around the writing of the 
clinical formulation and IRPs.  Finally, a clinical chart audit feedback form is now being used by which auditors can provide 
specific comments directly to the teams ς what was good and what could be improved, with suggestions on how to 
improve the IRP related documents.  See Tab # 7 Clinical Chart Audit Feedback Form 
 

V.C.7 make preliminary determinations as to the 
setting to which the individual should be 
discharged, and the changes that will be 
necessary to achieve discharge whenever 
possible. 

Recommendations: 
 
1. Same as above. 
 
SEH Response:   Same as above. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 
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%S 12 12 12 8 12 14 13 12 

%C.  #10.  The clinical formulation enables the 
interdisciplinary team to reach a preliminary 
determination as to the setting to which the 
individual should be discharged, and the changes that 
will be necessary to achieve discharge, whenever 
possible 

26 74 61 67 45 68 52 57 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean reflects only two months of audit results for the prior review period 
** Sample size 2 per unit (22) 
See Tab# 3  CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: The data show modest improvement from the last review period in addressing discharge related 
issues in the clinical formulation.  Based upon this, in February 2011, the Hospital provided intensive training to each 
treatment team, as a team on developing the parts of the clinical formulation related to discharge ς those sections 
ŀŘŘǊŜǎǎƛƴƎ ŘƛǎŎƘŀǊƎŜ ŎǊƛǘŜǊƛŀΣ ŘƛǎŎƘŀǊƎŜ Ǉƭŀƴǎ ŀƴŘ ŘƛǎŎƘŀǊƎŜ ōŀǊǊƛŜǊǎΦ   ²ƛǘƘ ǘƘŜ ŎƻƴǎǳƭǘŀƴǘΩǎ ŀǎǎƛǎǘŀƴŎŜΣ ŜŀŎƘ ǘŜŀƳ ǘook a 
case and reviewed the specific discharge related issues and redrafted the clinical formulations.  Staff were trained on the 
differences between discharge criteria, discharge plans and discharge barriers.  See Tab # 1, IRP training data and 
materials.  In addition, the IRP manual was revised to provide additional examples and guidance in completing the 
discharge sections of the clinical formulation.  Finally, a minimum of three clinical formulations and IRPs from each unit 
have been reviewed by the training consultants and comments were provided to treatment teams.  These three initiatives 
are expected to result in improvement over the upcoming review period; the clinical chart audits will continue and the data 
will be monitored to determine if additional actions are needed.   

 

V.D. By 24 months from the Effective Date 
hereof, SEH shall establish policies and/or 
ǇǊƻǘƻŎƻƭǎ Ψǘƻ ǇǊƻǾƛŘŜ ǘƘŀǘ ǘǊŜŀǘƳŜƴǘ 
planning is driven by individualized factors. 
Specifically, the treatment team shall: 

 

V.D.1 develop and prioritize reasonable and 
attainable goals/objectives (i.e., relevant to 
each individual's level of functioning) that 
build on, the individual's strengths and 
address the individual's identified needs; 

Recommendations: 
 
1. Develop and implement corrective actions to address the process deficiencies in medical and nursing care outlined 
ŀōƻǾŜΦ  LƴŎƭǳŘŜ ŀƴ ǳǇŘŀǘŜ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ǎǘŀǘǳǎ ƻŦ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ǘƘŜ ŦŀŎƛƭƛǘȅΩǎ ǇƻƭƛŎƛŜǎ ŀƴŘ ǇǊƻŎŜŘǳǊŜǎ ǊŜƎŀǊŘƛƴƎ 
provision of medical care and seizure management. 

 
SEH Response:   The Hospital, through its consultants, provided additional training focusing on IRP planning for those with 
medical needs. Training was held with clinical administrators and nurse managers around developing goals, objectives and 
interventions for those with medical needs.  See Tab # 1 for training materials and training data.  The Hospital also made 
some slight modifications to the general medical services policy to reflect the closure of the RMB Annex and address some 
changes to practice.  The seizure management policy was updated and is being implemented; nursing began using the 
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approved seizure observation form.  However under current practice, only the staff witnessing the seizure (often a 
Recovery Assistant) documents the seizure on the Seizure Observation Form.  A Registered Nurse (RN) does not routinely 
review and document on the form.  In addition, the form does not adequately capture all required documentation 
elements (as outlined in the policy).  Therefore, nursing revised the Seizure Observation Form and process to include two 
parts: one part completed by the staff witnessing the seizure and the other part completed by the RN.  This revision should 
be completed no later than May 2011 visit.   
 
In addition, audit tools were developed for reviewing the quality and timeliness of the History and Physicals as well as 
documentation around medical transfers, and audits were begun in January, 2011.  See Tab #s 65 (History and Physical 
Audit form and instructions), # 66 (History and Physical Audit Results); # 75 (Medical Transfer Audit Form), # 78 (Medical 
Transfer Audit Results).  Audit results for the history and physical audits show high performance on all indicators.  Audit 
results for the medical transfer audits show high compliance on most indicators, but improvement is needed on indicators 
relating to completion of all subsections of basic information, accuracy/completeness of diagnoses and inclusion of a brief 
description of current behavior and response to treatment.   
 

HISTORY AND PHYSICAL AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N     33 29  31 

n     26 17  22 

%S     79 59  69 

%C.  # Timely completion     96 94  95 

%C.  # 1 Subsections on basic information completed     100 100  100 

%C.  # 2 Part II of H & P includes completed past 
medical history 

    100 100  100 

%C.  # 3 Immunization section is complete     100 100  100 

%C.  # 4 H & P includes complete and appropriate 
description of review of systems 

    100 100  100 

%C.  # 5 PE section of H & P includes results of PE, 
including all vital signs and pertinent physical findings 

    100 100  100 

%C.  # 6 Neurological section is completed     100 100  100 

%C.  # 7 Cranial nerve section is completed     100 100  100 

%C.  # 8 Assessment section is completed and 
includes synthesis of relevant findings  

    100 100  100 

%C.  # 9 Plans section is completed and reflects 
appropriate plan and includes orders as needed. 

    100 100  100 

N = Total monthly admissions 
n = number audited 
*   No audits in prior period 
See Tab# 66 HISTORY AND PHYSICAL AUDIT RESULTS 
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MEDICAL TRANSFER AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N    16 24 21  20 

n    1 5 **   2 

%S    6 21 **   10 

%C.  # 1 Subsections on basic information completed    100 50 **   60 

%C.  # 2 Part II of medical transfer included accurate 
and complete diagnoses  

   100 75 **   80 

%C.  # 3 Reason for medical transfer is clearly 
indicated on the form 

   100 100 **   100 

%C.  # 4 The transfer form includes a complete and 
appropriate description of relevant history. 

   100 100 **   100 

%C.  # 5 The PE section includes the results of the 
physical examination that preceded the transfer 
including vital signs and pertinent physical findings 

   100 100 **   100 

%C.  # 6 All the most recent lab results were provided    100 100 **   100 

%C.  # 7 A list of the current medications is provided 
and recent changes to medication are noted 

   100 100 **   100 

%C.  # 8 The allergy section is completed fully and 
accurately 

   100 100 **   100 

%C.  # 9 The form includes a brief description of 
current behavior and responses to treatment 

   100 25 **   40 

%C.  # 10 There is a diagnostic impression that makes 
clear the reasons for the transfer 

   100 100 **   100 

%C.  # 11 There is a progress note upon the 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǘǳǊƴ ǘƘŀǘ ƛƴŎƭǳŘŜǎ ŀn analysis of 
information from the medical facility and an 
appropriate response by the physician/nurse 
practitioner.  

   100 100 **   100 

N = Total number of medical transfers 
n= number audited 
*   No audits in prior period 
** Audits were underway for February transfers but were not completed in time for data to be included in this report. 
See Tab # 78 MEDICAL TRANSFER FORM AUDIT RESULTS 
 
2. Continue to provide aggregated data of results of competency-based training of all core members of the 
treatment team regarding the principles and practice of Foci/Objectives/ Interventions. 
 
SEH Response:   New employees are provided with an overview of IRP process during orientation, and then each quarter, 
employees who started during the quarter are trained by the Chief of Staff on each of the four modules, including 
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developing focus areas/objectives and interventions.  In addition, during this review period, clinical administrators and 
nurse managers were provided additional training on developing focus statements, goals, objectives and interventions.  
The training, which covered basic principles as well, focused on development of goals, objectives and interventions for 
those with medical needs, in part to address the prior recommendation.  Staff members were provided with examples of 
possible objectives and interventions for those with medical needs and were asked to develop their own.  These additional 
examples have been incorporated into the IRP manual.  Finally, extensive coaching in writing focus statements, objectives 
and interventions was provided to staff through review of 48 IRPs and clinical formulations by consultants and coaches.   
See Tab # 1 for IRP training materials and data.  See also V.A.3. 
 
3. Continue to monitor each requirement in V.D.1 to V.D.6 based on an adequate sample.  Present a summary of the 
aggregated monitoring data, including the following information: target population (N), population audited (n), sample size 
(%S), indicators/sub-indicators, corresponding mean compliance rates and weighted average compliance rates (%C).  The 
data should be accompanied by analysis of low compliance with plans of correction.  Supporting documents should be 
provided. 
 
SEH Response:   See data below.  
 
4. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:   See data below.  
 
5. Ensure that the self-report contains a summary outline of the following: 

a. Number and types of Cognitive remediation interventions that are currently provided and plans to increase 
these interventions and 

b. Specific information regarding the assignment of Mall groups to individuals based on initial cognitive 
screening of the individuals. 

 
SEH Response:  See chart below and Tab # 163 for additional information 
 

Cognitive Remediation Therapies/ 
Groups Mar~Aug10 

Cognitive Remediation 
Therapies/Groups Sept 10~ Feb 11 

Cognitive Remediation 
Therapies/Groups Feb 11~ present 

 Sessions per 
week 

 Capacity Sessions per 
week 

Capacity Sessions per 
week 

Capacity 

104 521 251 994 252 1024 (857 currently 
enrolled as of Feb 2011) 

 
 The TLCs continue to offer comprehensive cognitive programming, which includes an online cognitive skill building 
ǇǊƻƎǊŀƳ ŦƻǊ ǘƘƻǎŜ ǿƛǘƘ ƳƛƭŘ ŎƻƎƴƛǘƛǾŜ ƛƳǇŀƛǊƳŜƴǘǎΣ ŀ άǇŜƴ ŀƴŘ ǇŜƴŎƛƭέ ŎƻƎƴƛǘƛǾŜ ǎƪƛƭƭ ōǳƛƭŘƛƴƎ ǇǊƻƎǊŀƳ ŦƻǊ ǘƘƻǎŜ ǿƛth 
moderate impairments, and a sensory enhancement/reminiscence/remotivation program for those with mental 
retardation or dementia. See Tab # 163 Cognitive Groups Capacity comparison.  Groups for those with cognitive 
impairments are provided by rehabilitation services, co-occurring disorders, nursing, TLC staff, social work, psychiatry, 
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consumer affairs, chaplaincy, and psychology. SŎƘŜŘǳƭŜǎ ŀǊŜ ōǳƛƭǘ ōŀǎŜŘ ǳǇƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŘƛŀƎƴƻǎƛǎΣ IPA results, level of 
functioning, clinical formulation summary, IRP group guide, observations of TLC staff made during the weeklong 
orientation,  and the needs and choices of the individual.   
 
6. LƳǇƭŜƳŜƴǘ ǘƘŜ ŦŀŎƛƭƛǘȅΩǎ /!t ƻŦ hŎǘƻōŜǊ тΣ нлмл ǊŜƭŀǘƛǾŜ ǘƻ ǎŜŎǘƛƻƴ ±Φ5Φ 
 
SEH Response:   Training on development of focus statements, objectives and interventions was provided (for additional 
information see response to Recommendation # 2), as provided for in the CAP.  In addition a significant sample (48) of IRPs 
and clinical formulations were reviewed by consultants or coaches and comments on ways to improve them were provided 
to clinical administrators.  Clinical chart audits were completed for each month during the review period, and a feedback 
form was developed to provide specific feedback to clinical administrators and treatment teams based upon the audit 
results.  See Tab # 10 Clinical chart audit and Tab # 7 Clinical Chart Audit Feedback Form.  Weekly meetings with TLC staff 
and clinical administrators to review the progress of individuals whose IRPs are upcoming continue, and discipline chiefs 
are now conducting group observations to assess the quality of group leaders.  Tab # 124 Group Facilitator Monitoring 
Form and Instructions and Group Facilitator Audit Results. Assignment to groups in the TLCs continue to reflect 
indivƛŘǳŀƭΩǎ ŎƻƎƴƛǘƛǾŜ ŦǳƴŎǘƛƻƴƛƴƎ ŀƴŘ ŀǎ ǊŜƭŜǾŀƴǘ ǎǘŀƎŜ ƻŦ ŎƘŀƴƎŜ όǎǳōǎǘŀƴŎŜ ŀōǳǎŜ ƎǊƻǳǇǎύΦ 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #11.  The team  developed and prioritized 
reasonable and attainable goals/objectives (e.g. at 
ǘƘŜ ƭŜǾŜƭ ƻŦ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ŦǳƴŎǘƛƻƴƛƴƎύ ǘƘŀǘ ōǳƛƭŘ 
ƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ŀŘŘǊŜǎǎ ǘƘŜ 
ƛƴŘƛǾƛŘǳŀƭΩǎ ƛŘŜƴǘƛŦƛŜŘ  ƴŜŜŘǎ 

65 96 74 72 68 80 68 76 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean reflects only two months of data for the prior review period 
** Sample size 2 per unit (22) 
Tab # 3, CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans:  Data show some improvement in the quality of the goals and objectives during this rating period.  
As noted, in February 2011, additional training was provided to clinical administrators and nurse managers around 
developing goals and objectives, with a focus on medical needs.  In addition, beginning in late December 2011, consultants 
started the review of clinical formulations and IRPs and the Hospital believes these interventions will improve 
performance.  Audits will continue and additional steps will be identified if needed.   
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V.D.2 provide that the goals/objectives address 
treatment (e.g., for a disease or disorder) 
and rehabilitation (e.g., 
skills/supports/quality of life activities); 

Recommendations: 
1. Same as above. 
 
SEH Response:  Same as above. 
 
CŀŎƛƭƛǘȅΩǎ Cƛndings: 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #12.  The goals/objectives address treatment 
(e.g., for a disease or disorder), and rehabilitation 
(e.g., skills/supports and quality of life activities) 

78 70 73 78 68 76 80 74 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean for the prior review period reflects only two months of data 
** Sample size 2 per unit (22) 
Tab # 3, CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: Data suggest that performance is not improving as expected, although auditors reported difficulty 
in understanding the instructions (which have since been modified).   Trainings offered in February 2011 that target 
development of goals and objectives and individual engagement were designed to address these findings.  Coaching in 
writing IRPs and clinical formulations also is continuing. This requirement will be monitored through the ongoing clinical 
chart audits and additional action steps will be identified and implemented if needed.  
 

V.D.3 write the objectives in behavioral and 
measurable terms; 

Recommendations: 
 
1. Same as above. 
 
SEH Response:  Same as above. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 
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n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #13.  The IRP includes objectives written in 
behavioral and measurable terms 

65 57 57 72 80 76 61 67 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   Mean for the prior review period reflects only two months of audits  
** Sample size 2 per unit (22) 
Tab # 3, CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans: Data suggests that performance is not improving as expected, although it shows some 
improvement since December 2010 with performance consistently over 70% since that time.   Trainings offered in February 
2011 that target development of goals and objectives and individual engagement were designed to address these findings.  
Coaching in writing IRPs and clinical formulations also is continuing. This requirement will be monitored through the 
ongoing clinical chart audits and additional action steps will be identified and implemented if needed. 
 

V.D.4 provide that there are interventions that 
relate to each objective, specifying who will 
do what and within what time frame, to 
assist the individual to meet his/her goals as 
specified in the objective; 

Recommendations: 
1. Same as above. 
 
SEH Response:  Same as above. 
 
2. Continue to monitor this requirement using the Clinical Chart Audit and the Therapeutic Progress Notes Audit.  Present 

aggregated monitoring data including the following information: target population (N), population audited (n), sample 
size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted averages of %C.  The 
data should be accompanied by analysis of low compliance with plans of correction.  Supporting documents should be 
provided. 

 
SEH Response:  See data below. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
4. Develop a Mall Alignment Monitoring Form, with complete indicators and operational instructions, to assess linkage 

between active treatment hours and IRP objectives.  Present auditing data for this instrument according to instructions 
in Cell V.B.9. 

 
SEH Response:   Question 20 from the clinical chart audit was moved to the group facilitator chart audit.  Data should be 
available for the next review period.  See Tab # 124 Group Facilitator Monitoring Form and Instructions. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 



Saint Elizabeths Hospital Department of Mental Health Government of the District of Columbia 
 

Compliance Report 7 (4/18/2011)  Page 45 of 211 
 

SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P*  

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #14.  The IRP has interventions that relate to 
each objective, specifying who will do what, within 
what time frame, to assist the individual to meet 
his/her needs as specified in the objective 

35 91 78 83 77 84 84 75 

N = All IRP reviews scheduled in the review month 
n = number audited 
*   The mean for the prior review period reflects only two months of audits. 
** Sample size 2 per unit (22) 
Tab # 3, CLINICAL CHART AUDIT RESULTS 
 

THERAPEUTIC PROGRESS NOTE AUDIT RESULTS (ALL DISCIPLINES)* 

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N     269 279 279 266 

n   total notes audited 
     Psychiatry 
     Psychology 
     Nursing* 
     Social work 
     Rehab/chaplain 

    39 
8 
3 
0 
10 
18 

61 
8 
11 
18 
5 
19 

41 
2 
11 
12 
4 
13 

50 
8 
7 
9 
8 
19 

%S     14 23 15 19 

%C.  #1  Completed timely (all disciplines)     97 85 67 90 

%C   #2  Is the number of session scheduled indicated?     100 100  100 

%C   #3 Is the number of sessions attended indicated?     100 100  100 

%C   #4 Is the number of sessions attended equal to 
the number of sessions scheduled? 

    87 58  69 

%C   #5  If applicable, is there a specific reason why 
numbers (attended versus scheduled) are not identical 

    100 69 96 74 

%C   #6  Is the intervention (group name or individual 
ǘƘŜǊŀǇȅ ƴƻǘŜŘ ŀƴŘ ƛǎ ŘŜǎŎǊƛǇǘƛƻƴ ƻŦ ƛƴŘƛǾƛŘǳŀƭΩǎ 
participation level present and informative 

    100 93 95 96 

N= 90% of average daily census 
n= total therapeutic progress notes audited 
*The therapeutic progress note tool went through various iterations over the Fall, so the Hospital is presenting only two 
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months of data.  Not all disciplines completed audits in each month.  See Tab 41 for discipline specific results. 
Tab #41 THERAPEUTIC PROGRESS NOTE AUDIT RESULTS 
 
Analysis/Action Plans:  Clinical chart audit data suggest that performance is not improving as expected.   Trainings offered 
in February 2011 that target development of goals and objectives and individual engagement were designed to address 
these findings.  Coaching in writing IRPs and clinical formulations also is continuing. In addition, the audit tool instructions 
are being revised on this indicator due to confusion among auditors on how to interpret it.  This will be monitored through 
the ongoing clinical chart audits and additional action steps will be identified and implemented if needed. 
 
Similarly, the therapeutic progress note audit tool was modified as a result of questions posed by the auditors and to 
incorporate recommendations by DOJ.  See Tab # 45 Therapeutic Progress Note Audit Tool and Instructions and Tab # 41 
Therapeutic Progress Note Audit Results.  The revised tool tracks whether the progress note is timely, tracks the 
ƛƴŘƛǾƛŘǳŀƭΩǎ ŀǘǘŜƴŘŀƴŎŜΣ ǊŜŦƭŜŎǘǎ ǘƘŜ ƎǊƻǳǇ ƴŀƳŜΣ ŀǎǎŜǎǎŜǎ ǿƘŜǘƘŜǊ ǘƘŜ ǊŜŀǎƻƴǎ ŦƻǊ ƴonattendance (if applicable) reflected 
ƛƴ ǘƘŜ ƴƻǘŜ ŀƴŘ ŀǎǎŜǎǎŜǎ ǿƘŜǘƘŜǊ ǘƘŜ ƴƻǘŜ ƛǎ ŘŜǎŎǊƛǇǘƛǾŜ ŀƴŘ ƛƴŦƻǊƳŀǘƛǾŜ ŎƻƴŎŜǊƴƛƴƎ  ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƭŜǾŜƭΦ   
Data show overall high levels of compliance with most indicators, including those relating to the quality of the note. The 
only indicator showing improvement concerns explaining reasons for absence.   
 

V.D.5 design a program of interventions 
ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ Řŀȅ ǿƛǘƘ ŀ 
minimum of 20 hours of clinically 
appropriate treatment/rehabilitation per 
week; and 

Recommendations: 
1. Track the percentage of individuals in care who are assigned to 20 hours of clinically appropriate 

treatment/rehabilitation per week, as well as the percentage of individuals of that group who attend 20 hours of 
clinically appropriate treatment/rehabilitation per week. 

 
SEH Response:   This is now tracked through a monthly management report.  Dedicated data entry personnel have been 
identified and are entering scheduling and attendance data.  Tab # 46 Treatment hours report   Data from house based 
groups is now included, although there remains some underreporting due to some group leaders failure to return 
attendance sheets.   
 
2. Present a summary of the aggregated monitoring data in the progress report, including the following information: 

target population (N), population audited (n), sample size (%S), indicators/sub-indicators and corresponding mean 
compliance rates (%C).  The data should be accompanied by analysis of low compliance with plans of correction.  
Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ  The Hospital during this review period created a management report that tracks hours scheduled and 
hours attended based upon information in Avatar and looks at individuals with a LOS of 14 days or greater.  The data 
reflect TLC and some unit based groups.  Because the Hospital anticipates that it could take up to 60 days for someone to 
be engaged in as many as 20 hours of treatment each week, the Hospital is developing additional reports to track certain 
cohorts of individuals (i.e, LOS of 30 days, LOS 60 + days, geriatric etc). Some of these reports will be available by the May 
visit.  However, data based on a 14 day LOS show: 
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Hours Of Groups Scheduled 

10/31/10~11/27/10*  11/28/10~1/1/11 
**  

1/2/11~1/29/11*  1/30/11~2/26/11*  Mean # 
10/31~ 
2/26/11 

Mean % 
10/31~ 
2/26/11 Hours Mean # Mean % Mean # Mean % Mean # Mean % Mean # Mean % 

N= 296 100% 294 100% 293 100% 288 100% 293 100% 
0 Hours 33 11% 37 13% 34 12% 31 11% 34 11% 

0>5 Hours 7 2% 7 2% 6 2% 8 3% 7 2% 
6>10 
Hours 

14 5% 14 5% 21 7% 14 5% 16 5% 

11>15 
Hours 

38 13% 37 13% 36 12% 37 13% 37 13% 

16>19 16 5% 21 7% 69 24% 28 10% 33 33% 
20+ 189 64% 179 61% 128 44% 171 59% 166 11% 

N=  Individuals with LOS 14 days or more 
*  At least one holiday 
** Mall closed for two weeks over Christmas holiday 
 

Hours Of Groups Attended 

10/31/10~11/27/10 11/28/10~1/1/11 1/2/11~1/29/11 1/30/11~2/26/11 Mean # 
10/31~ 
2/26/11 

Mean % 
10/31~ 
2/26/11 

Hours Mean # Mean % Mean # Mean % Mean # Mean % Mean # Mean % 

N= 296 100% 294 100% 293 100% 288 100% 251 100% 
0 Hours 28 10% 33 11% 29 10% 20 7% 24 9% 

0>5 Hours 57 19% 61 21% 58 20% 55 19% 50 20% 
6>10 
Hours 

63 21% 58 20% 57 20% 58 18% 50 20% 

11>15 
Hours 

67 23% 67 23% 72 25% 49 17% 55 22% 

16>19 39 13% 51 17% 53 18% 50 17% 41 16% 
20+ 42 14% 24 8% 24 8% 61 21% 32 13% 

N=  Individuals with LOS 14 days or more 
*  One holiday 
** Mall closed for two weeks over Christmas holiday 
Tab # 46 TREATMENT HOURS REPORT (this includes more specific data by week during this period) 
 
The Hospital is also reviewing interventions through the clinical chart audit.  
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov  Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 
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%S 12 12 12 8 12 14 13 12 

%C.  #14.  The IRP has interventions that relate to 
each objective, specifying who will do what, within 
what time frame, to assist the individual to meet 
his/her needs as specified in the objective 

35 91 78 83 77 84 84 75 

N = All IRP reviews scheduled in the review month  
n = number audited 
*   Mean for the prior review period reflects only two months of audits. 
** Sample size 2 per unit (22) 
Tab # 3, CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Plans:  As noted, the Hospital continues to review data now available and is developing additional reports 
by various cohorts since the above presented data looks at all individuals with a length of stay of 14 days or more, and 
special populations.  What the data show however, is that about 60% of individuals in care are scheduled for 20 or more 
hours of treatment per week, and that only about a third of those at the hospital for 14 days or more are attending groups 
as scheduled.  
 
The clinical chart audit shows that improvement is needed in formulating objectives and in tying the interventions to 
objectives, but training underway should continue to strengthen performance on this requirement.  See V.D.4. However, 
the data may be affected by confusion among auditors in interpreting the instructions which were then modified in early 
April 2011, for audits beginning in the next review period.  In addition, there was additional training on writing focus 
statements, objectives and interventions in February, 2011, supplemented by coaching and review of written IRPs and 
clinical formulations.  
 
Effective September 2010, the TLCs introduced a new catalogue of groups and a new method of providing therapies.  These 
changes, which include more dosing of groups, more cognitive therapies, more social skills groups and more community 
integration groups are designed to more closely reflect the needs of the population served by the Hospital. The groups 
were rolled out to clinical administrators, and the catalogue is available on the intranet so treatment teams can select 
groups that beǘǘŜǊ ƳŜŜǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘǎΦ   
 
The Hospital is continuing to analyze data and expects to have additional information available during the visit. 
 

V.D.6 provide that each treatment plan integrates 
and coordinates all selected services, 
supports, and treatments provided by or 
through SEH for the individual in a manner 
specifically responsive to the plan's 
treatment and rehabilitative goals. 

Recommendations: 
Same as in V.D.1 through V.D.5. 
 
SEH Response:  Same as in V.D.1 through V.D.5. 
 
 

V.E. By 24 months from the Effective Date 
hereof, SEH shall develop or revise 
treatment plans, as appropriate, to provide 
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that planning is outcome-driven and based 
on the individual's progress, or lack thereof. 
The treatment team shall: 

V.E.1 revise the objectives, as appropriate, to 
reflect the individual's changing needs; 

 
Recommendations: 
1. Continue to monitor each requirement (V.E.1 through V.E.3) using both process observation and clinical chart audit 

tools based on an adequate sample.  Present a summary of the aggregated monitoring data in the progress report, 
including the following information: target population (N), population audited (n), sample size (%S), indicators/sub-
indicators, corresponding mean compliance rates (%C) and weighted average %C.  The data should be accompanied by 
analysis of low compliance with plans of correction.  Supporting documents should be provided. 

 
SEH Response:  IRP observations and clinical chart audits continued throughout the review period.  See Tab # 8 IRP 
Observation Monitoring tools/instructions and Tab # 10 Clinical chart audit tool/instructions.   ¢ƘŜ IƻǎǇƛǘŀƭΩǎ ƳƻƴƛǘƻǊƛƴƎ 
target for both instruments is 2 per unit per month.  See Tab # 36 Audit Sample Plan. 

 
2. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:   See data below. 
 
3. LƳǇƭŜƳŜƴǘ ǘƘŜ ŦŀŎƛƭƛǘȅΩǎ /!t ƻŦ hŎǘƻōŜǊ тΣ нлмл ǊŜƭŀǘƛǾŜ ǘƻ ǎŜŎǘƛƻƴ ±Φ9Φ 
 
SEH Response:  As previously noted, consultants continue to review IRPs and provide feedback to teams.  During the 
review period, at least 3 plans per team were reviewed and feedback was provided. In addition, clinical administrators and 
nurse managers were provided training around developing and revising objectives as needed, with a focus on medical 
needs and related objectives.  Chart audits are continuing and this requirement is assessed as part of those audits.  
 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #15   The team revised the objectives as 
ŀǇǇǊƻǇǊƛŀǘŜ ǘƻ ǊŜŦƭŜŎǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƘŀƴƎƛƴƎ ƴŜŜŘǎΦ 

15 81 41 60 35 52 59 48 

N = All IRP reviews scheduled in the review month  
n = number audited 
*  Mean for the prior review period indicated reflects only two months of audits 
** Sample size is two per unit 
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Tab # 3, CLINICAL CHART AUDIT RESULTS 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C.  # 7 Team bases progress reviews/revisions 
recommendations on clinical observation and data.   

53 68 88 79 95 87 86 79 

N = IRP reviews scheduled 
n = number audited 
*   Mean for the prior review period reflects three months of audits 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans: ¢ƘŜ Řŀǘŀ ǎƘƻǿ ƛƳǇǊƻǾŜƳŜƴǘ ƛǎ ƴŜŜŘŜŘ ƛƴ ǊŜǾƛǎƛƴƎ ƻōƧŜŎǘƛǾŜǎ ŀǎ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘǎ ŎƘŀƴƎŜǎ 
although the trend is improving.  Based on the data, in February 2011, additional training was provided to staff around 
developing goals, objectives and interventions, completing and presenting the present status section of the clinical 
formulation and developing discharge criteria, plans and identifying discharge barriers.  It is anticipated that this training 
will positively impact performance on this indicator.  
 

V.E.2 monitor, at least monthly, the goals; 
objectives, and interventions identified in 
the plan for effectiveness in producing the 
desired outcomes; 

 
Recommendations: 
1. Same as in V.E.1. 
 
SEH Response:  Same as in V.E.1 
 
2. Continue to monitor this requirement using the Psychiatric Update Audit based on an adequate sample.  Present a 

summary of the aggregated monitoring data in the progress report, including the following information: target 
population (N), population audited (n), sample size (%S), indicators/sub-indicators, corresponding mean compliance 
rates (%C) and weighted average %C.  The data should be accompanied by analysis of low compliance with plans of 
correction.  Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎ: 
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PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 10  Does the psychiatric update accurately reflect 
ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘκǇǊƻƎǊŜǎǎΚ 

100 100 100 100 100 100 99 100 

b Ґ /Ŝƴǎǳǎ ŀǎ ƻŦ ŜƴŘ ƻŦ ƳƻƴǘƘΣ ƭŜǎǎ ƳƻƴǘƘΩ ŀŘƳƛǎǎƛƻƴǎ 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans: Data show high performance on this indicator.  The Hospital also modified the Psychiatric Update 
ǿƘŜƴ ƛǘ ōŜŎŀƳŜ άƭƛǾŜέ ƛƴ !ǾŀǘŀǊ ǘƻ ōŜǘǘŜǊ ŎŀǇǘǳǊŜ ƛƴŦƻǊƳŀǘƛƻƴ ŀōƻǳǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇǊƻƎǊŜǎǎ ŀƴŘ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘΦ  
Under the revised Psychiatric Update, psychiatrists must now assess whether the medication has been effective, describe 
ǘƘŜ ǇǎȅŎƘƛŀǘǊƛŎ ŎƻƴŘƛǘƛƻƴ ƎŜƴŜǊŀƭƭȅΣ ǇǊƻǾƛŘŜ ŀ ƴŀǊǊŀǘƛǾŜ ŘŜǎŎǊƛōƛƴƎ ǘƘŜ ŘƻŎǘƻǊΩǎ ƻǾŜǊŀƭƭ ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ ŎƘŀƴƎŜǎ ƛƴ ǘƘŜ 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǎȅƳǇǘƻƳǎ ŀƴŘ ŦǳƴŎǘƛƻƴŀƭ ŎƻƴŘƛǘƛƻƴ ǎƛƴŎŜ ǘƘŜ ƭŀǎǘ ŀǎǎŜǎǎƳŜƴǘΣ ƛƴŘƛŎŀǘŜ ǿƘŜǘƘŜǊ the individual is progressing 
toward his treatment goals, and finally, describe the progress in a narrative form.    The Hospital will continue the audits to 
identify areas and or units in which additional training or coaching may be needed.   

V.E.3 review the goals, objectives, and 
interventions more frequently than monthly 
if there are clinically relevant changes in the 
individual's functional status or risk factors; 

Recommendations: 
1. Same as in V.E.1. 
 
SEH Response:  See V.E.1.  
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 182 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  #16.  Review the goals, objectives and 
interventions more frequently if there are clinical 
reƭŜǾŀƴǘ ŎƘŀƴƎŜǎ ƛƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŦǳƴŎǘƛƻƴŀƭ ǎǘŀǘǳǎ ƻǊ 
risk factors. 

100 80 83 100 50 86 86 86 

N = All IRPs due in the review month  
n = number audited 
*   The mean for the prior review period indicated reflects only two months of audit data 
** Sample size target is 2 per unit per month 
Tab # 3, CLINICAL CHART AUDIT RESULTS 
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Analysis/Action Plans: The data show good performance on this requirement, and, ōǳǘ ŦƻǊ WŀƴǳŀǊȅΩǎ ŘŀǘŀΣ ǿƻǳƭŘ ōŜ ŀǘ ǘƘŜ 
90% mark.  The Hospital implemented its High Risk Tracking and Review policy in March, 2011.  Under the policy, 
treatment teams are required to monitor individuals in care and notify the PID where an individual meets one of 16 
categories of behavioral or medical risk indicators.  Among the expectations in the policy is for teams to update the risk 
factors as part of the present status section of the clinical formulation as well as to develop interventions to address the 
risks.  In addition, the Hospital is continuing the monitoring of three or more UIs in a thirty day period.   The Risk Manager 
continues to notify treatment teams and the Director of Psychiatric Services, among others, when an individual has three 
or more major unusual incidents in a thirty day period.  The Director of Psychiatric Services consults with the treatment 
team, reviews the chart and actions of the treatment team, and makes recommendations in the chart concerning actions 
for the team to consider.  

 
 

V.E.4 provide that the review process includes an 
assessment of progress related to discharge; 
and 

Recommendations: 
 
1. Continue to provide aggregated data regarding competency-based training of all core members of the IRP teams 

relevant to this requirement. 
 
SEH Response:  Treatment teams were provided additional training during this review period around discharge planning.  
The didactic training included a one and one half hour module on development of discharge criteria, discharge plans and 
review, including identifying discharge barriers.  In addition, the discharge related parts of the clinical formulation and IRPs 
are being reviewed by consultants and coaches.  Data show: 

        

Engagement and Community Integration II (1 and ½ hours) 09/01/10 ~ 03/15/11 

Discipline # Required # Attended % Attended 

Clinical Administrator 12 12 100% 

Nursing - Nurse Manager 16 8 50% 

Psychiatry 22 21 96% 

Psychology 14 14 100% 

Social Work 13 13 100% 

Total 77 68 88% 

 
2. Monitor this requirement using both process observation and clinical chart audit tools based on an adequate sample.  

Present a summary of the aggregated monitoring data, including the following information: target population (N), 
population audited (n), sample size (%S), indicators/sub-indicators and corresponding mean compliance rates (%C).  
The data should be accompanied by analysis of low compliance with plans of correction.  Supporting documents 
should be provided. 
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SEH Response:  See data below. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎs: 
 

IRP OBSERVATION MONITORING RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C.  #6.  The review process includes an assessment 
of progress toward discharge 

74 89 93 79 86 95 79 86 

N = All IRPs scheduled  
n = number audited 
*  Mean for indicated prior review period reflects only three months of audit data 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans: The data for this requirement reflect improving performance during the rating period.  All teams 
received additional training in February 2011 around discharge planning, identification of discharge criteria and discharge 
barriers.  In addition, a second quarterly training with community case managers and Hospital staff was held in February 
2011, which among other things, reviewed with staff the new process for securing housing in the community. See Tab # 
164 Community-Hospital Training 
 
The Hospital will continue the IRP observation audits to identify areas and or units in which additional training or coaching 
may be needed and may identify additional actions during the upcoming review period if indicated.    

V.E.5 base progress reviews and revision 
recommendations on clinical observations 
and data collected. 

Recommendations: 
 
1. Same as in Section V.A.1 to V.A.1.5. 
 
SEH Response:  See Section V.A.1 to V.A.1.5. 
 
2. Same as in V.B.1. 
 
SEH Response:   See Section V.B.1 
 
3. Same as V.E.4. 
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SEH Response:  See Section V.E.4  
 
4. Monitor this requirement using both process observation and clinical chart audit tools based on an adequate sample.  

Present a summary of the aggregated monitoring data, including the following information: target population (N), 
population audited (n), sample size (%S), indicators/sub-indicators and corresponding mean compliance rates (%C).  
The data should be accompanied by analysis of low compliance with plans of correction.  Supporting documents 
should be provided. 

 
SEH Response: See data below. 
 
5. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response: See data below. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C.  #7.  Team bases progress reviews and revision 
recommendations upon clinical observation and 
data 

53 68 88 79 95 87 86 79 

N = All IRPs scheduled in the review month  
n = number audited 
*  Data only reflects three months of audit results for the prior review period 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans: The data show that performance in meeting this requirement is not consistent and needs 
improvement overall.  The Hospital in February 2011, based upon audit results, provided additional training to clinical 
administrators around updating present status in the clinical formulation and at the IRP conference, and with clinical 
administrators and nurse managers around developing and revising goals, objectives, and interventions.   See Section 
V.A.3above for training data, and Tab # 1 for IRP training materials and data.  In addition, the Hospital updated the format 
for the Psychiatric Update, effective January 2011.  Under the new format, the psychiatrist now provides, among other 
things, an overall narrative of the current assessment and changes in symptoms and functional condition since the most 
recent update, indicates if the individual is progressing toward treatment goals, and describes the progress in a narrative.   
Tab # 17, Psychiatric Update form. This is expected to impact positively the updating of the IRP.  
 
The Hospital will continue the monthly IRP observation audits to identify areas and or units in which additional training or 
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coaching may be needed and may identify additional actions during the upcoming review period if indicated.   
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VI. MENTAL HEALTH ASSESSMENTS 
 By 18 months from the Effective Date 
hereof, SEH shall ensure that each individual 
shall receive, after admission to SEH, an 
assessment of the conditions responsible' 
for the individual's admission. To the degree 
possible given the obtainable information, 
the individual's treatment team shall be 
responsible, to the extent possible, for 
obtaining information concerning the past 
and present medical, nursing, psychiatric, 
and psychosocial factors bearing on the 
individual's condition, and, when necessary, 
for revising assessments and treatment 
plans in accordance with newly discovered 
information. 

 

A Psychiatric Assessments and Diagnoses  

VI.A.1 By 24 months from the Effective date 
hereof, SEH shall develop and implement 
policies and procedures regarding the 
timeliness and content of initial psychiatric 
assessments and ongoing reassessments, 
including a plan of care that outlines specific 
strategies, with rationales, adjustments of 
medication regimens, if appropriate, and 
initiation of specific treatment interventions; 

Recommendations: 
 
1. Same as in VI.A.2 through VI.6.a, VI.A.6.c, VI.A.6.d, and VI.A.7.   
 
SEH Response:  See VI.A.2 through VI.6.a, VI.A.6.c, VI.A.6.d, and VI.A.7. 
 
2. Continue to monitor the timeliness and content of psychiatric assessments and reassessments based on adequate 

samples.  Present a summary of the aggregated monitoring data in the progress report, including the following 
information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators, corresponding 
mean compliance rates (%C) and weighted average %C.  The data should be accompanied by analysis of low 
compliance with plans of correction.  Supporting documents should be provided 

 
SEH Response:  The Hospital is completing monthly audits of the Comprehensive Initial Psychiatric Assessment (CIPA) and 
the Psychiatric Update.  See Tab # 36 Audit Sample Plan, Tab # 15 CIPA Audit Tool/instructions and Tab # 18 Psychiatric 
Update Audit Tool/instructions.  Both audit tools were revised slightly in January, 2011 as reflected in section V.B.9 and in 
the audit results. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
4. Implement SEH CAP of October 7, 2010 relative to the requirements in VI.A.2. 
 
SEH Response:  The Hospital modified the forms for the CIPA and the Psychiatric Update (the latter went live in Avatar 
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effective 10/31/11, with some revisions live in April, 2011, to improve the instrument even more) and the respective audit 
forms to track the changes to the CIPA and Psychiatric Update forms and to improve the focus on the quality of the 
assessments. Both types of psychiatric assessments now flow better; the Psychiatric Update now requires more narrative 
in key areas such as ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ progress, his/her response to medication and other types of interventions, rationale 
for medication changes  and integration of psychiatric and behavioral interventions, which should improve the overall 
quality as well.  In addition, the issue with Avatar that resulted in the thought content sections of the assessments to not 
fully populate the report was resolved.  See Updated Corrective Action Plan (March 4, 2011) for additional information.  
  
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 

%C   # Data fields -CIPA completed within 24 hours of 
admission 

100 100 100 100 100 100 100 100 

%C  # 4 History of presenting illness 100 100 100 100 100 100 100 100 

%C   #6  Medical History obtained 100 100 83 100 100 100 91 98 

%C   #7 Information about medication obtained 60 71 83 100 43 100 56 76 

%C   #8 Information about allergies obtained 86 100 83 100 86 100 90 93 

%C   # 9 Substance abuse assessment completed, or 
reason provided 

100 86 100 100 100 100 98 98 

%C  # 10 Family history includes 100 100 83 86 100 100 79 95 

%C   # 11 Social and development history included 100 100 100 100 100 100 79 100 

%C  #  12  MSE completed 100 100 100 *  *  *  100 100 

%C    #12a MSE section completed (physical 
appearance)  

100 100 100 100 100 100 98 100 

%C    #12b MSE section completed (eye contact) 100 100 100 100 100 100 98 100 

%C    #12c MSE section completed (psychomotor 
activity) 

100 100 100 100 86 100 98 98 

%C    #12d MSE section completed (attitude/behavior) 100 100 100 100 100 100 98 100 

%C    #12e MSE section completed (speech) 100 100 100 100 100 100 100 100 

%C    #12f  MSE section completed (Mood) 100 100 100 100 100 100 98 100 

%C    #12g  MSE section completed (Affect) 100 100 100 100 100 100 100 100 

%C    #12h MSE section completed (Perception) 100 100 100 100 100 100 88 100 

%C    #12i  MSE section completed (Thought Processes) 100 100 100 100 100 100 98 100 

%C    #12j  MSE section completed (Thought Content) 100 29 100 100 71 100 95 83 

%C    #12k MSE section completed (Sensorium) 100 100 100 100 100 84 100 98 

%C    #12l  MSE section completed (Orientation) 100 100 100 100 86 83 98 95 
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%C    #12m MSE section completed (Memory) 100 100 100 100 100 83 93 98 

%C    # 16 Diagnosis reflects clinical presentation 100 100 100 100 100 100 91 100 

%C    # 17 LƴŘƛǾƛŘǳŀƭΩǎ ǎǘǊŜƴƎǘƘǎ ƴƻǘŜŘ 86 100 100 100 100 100 86 98 

%C    # 18 Appropriate pharmacological plan present 100 100 100 100 100 100 86 100 

%C    # 19 Risk/benefits associated with medication 
regimen addressed 

86 100 100 100 100 100 86 97 

% C   # 21  Labs/consultations ordered as clinically 
indicated 

*  *  *  100 86 100 *  95 

%C   # 20  AIMS test administered  43 100 83 71 100 100 77 83 

N =  Admissions during the month 
n = number audited- target is 20% sample per month 
*  No data collected for this indicator 
Tab #  16 CIPA AUDIT RESULTS 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C.  #Data fields.  Psychiatric update completed every 
30 days 

97 100 100 96 100 100 97 99 

%C    #3a MSE section completed (physical appearance)  100 100 100 100 100 100 100 100 

%C    #3b MSE section completed (eye contact) 100 100 100 100 100 100 100 100 

%C    #3c MSE section completed (psychomotor activity) 100 100 100 100 100 100 100 100 

%C    #3d MSE section completed (attitude/behavior) 100 100 100 100 100 100 100 100 

%C    #3e MSE section completed (speech) 100 100 100 100 100 100 98 100 

%C    #3f MSE section completed (Mood) 100 100 100 100 100 100 97 100 

%C    #3g MSE section completed (Perception) 100 100 96 96 100 96 94 98 

%C    #3h  MSE section completed (Thought Processes) 97 100 100 100 100 100 96 99 

%C    #3i  MSE section completed (Thought Content) 97 100 100 100 100 96 100 99 

%C    #3j  MSE section completed (Sensorium) 100 100 100 100 100 100 100 100 

%C    #3k  MSE section completed (Orientation) 100 100 96 100 100 100 95 99 

%C    #3l MSE section completed (Memory) 100 100 96 100 100 100 96 99 

%C    #4  Addresses significant developments since last 
update 

*  *  *  100 100 100 *  100 

%C    І р 9ȄǇƭŀƴŀǘƛƻƴ ŦƻǊ ǘƘŜ {¢!¢ ƳŜŘƛŎŀǘƛƻƴΩǎ ōŜƴŜŦƛǘǎ 
that  outweigh their risks  

*  *  *  n/a 100 100 *  100 

%C  # 6 Benefits and risks of restraint/seclusion 
explained 

*  *  *  n/a n/a n/a *  n/a 

%C   # 7  Adverse reactions noted as appropriate 81 94 100 86 88 100 88 91 
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%C  #  8  Specifics and rationale for two or more anti-
psychotics 

67 100 100 100 100 92 89 94 

%C  #  9  Risk assessment sections accurately completed 100 100 100 100 100 100 95 100 

%C   #10 Psychiatric update reflects response to 
treatment/progress 

100 100 100 100 100 100 99 100 

%C  # 11 Diagnosis reflects current clinical data 100 100 100 96 100 100 98 99 

%C  # 12 Axes completed in dx section  100 100 96 100 100 100 97 99 

%C  # 13 Documented justification for R/O or NOS 
diagnosis 

75 78 100 100 100 75 82 86 

%C  # 14 Medication side effects, benefits and risks are 
explained 

*  *  *  100 100 100 *  100 

%C # 15 Justification for using anti-cholinergics with dx 
of cognitive disorder   

100 100 88 n/a 100 100 84 97 

%C   # 16 Psych Update reflects lab levels obtained at 
appropriate interval 

88 100 100 100 100 100 92 99 

% C  # 17 Follow up abnormal lab levels 97 100 100 100 96 100 95 99 

%C   # 18 Pharmacological plan of care reflects 
diagnosis, MS assessment and response to treatment 

97 100 100 96 100 100 99 99 

%C  # 19 Pharmacological plan addresses monitoring of 
FGA or SGA for adverse reactions/side effects 

100 100 100 100 100 100 90 100 

%C   # 20 Rationale for use of benzodiazepines in high 
risk categories 

100 100 100 100 100 100 88 100 

%C  #  21 Update includes integration of behavioral and 
psychiatric interventions 

100 100 100 96 100 100 97 99 

%C  # 22 Psychiatric update adequately analyzes risks 
and benefits of chose treatment interventions. 

*  *  *  96 100 100 *  99 

%C   #23  Note by attending doctor if update completed 
by trainee 

100 100 100 75 100 100 83 98 

b Ґ /Ŝƴǎǳǎ ŀǎ ƻŦ ŜƴŘ ƻŦ ƳƻƴǘƘΣ ƭŜǎǎ ƳƻƴǘƘΩs admissions 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
*   No data collected for this indicator during the month  
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  Data show that the CIPA and the Psychiatric Updates continue to be completed in a timely manner 
and show high performance in most indicators.  In the CIPA audits, the following indicators show progress since the last 
review period but further improvement is needed in several; information about current medication being obtained 
improved from 56% to 76%, inclusion of family  history improved from 79% to 95%, social and developmental history 
improved from 79% to 100%, identification of strengths improved from 86% to 98%, presence of an appropriate 
psychopharmacological plan improved from 86% to 100%, analysis of risk/benefits of medication improved from 86% to 
97% , and AIMS test administration improved from 77% to 83%.  The only area of decline includes thought content of the 
mental status examination, but it believed that the decline is due to issues with the report function in Avatar, which was 
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resolved and the failure to use of language line for a non-English proficient individual.  Similarly, the audits show 
improvement in the content of Psychiatric Update especially once it went live in Avatar. Thirty-two of thirty-three 
indicators were rated at 90% of higher.  
 
In an effort to sustain high performance and improve performance in those areas where needed, the Hospital will continue 
its monthly audits of the CIPA and the Psychiatric Update. In addition, as previously mentioned, the Psychiatric Update has 
ōŜŜƴ ǊŜǾƛǎŜŘ ǘƻ ƛƳǇǊƻǾŜ ǘƘŜ ŎƭƛƴƛŎŀƭ Ŧƭƻǿ ŀǎ ǇŀǊǘ ƻŦ ǘƘŜ ŦƻǊƳΩǎ !ǾŀǘŀǊ ŘŜǾŜƭƻǇƳŜƴǘΣ ŀƴŘ άǿŜƴǘ ƭƛǾŜέ in Avatar at the end of 
October 2010. The revised form includes additional mandatory fields, provides more prompts that focus the psychiatrist on 
analyzing changes since the last update in a broader range of categories and also expands the narrative for psychiatrists to 
address items such as progress since last update.  The Psychiatric Update was modified again (slightly) in early April1  ̀2011, 
to address issues that had been identified once the form was implemented in Avatar.  

 
See also VI.A.2 through VI.6.a, VI.A.6.c, VI.A.6.d, and VI.A.7. 
 

VI.A.2 By 24 months from the Effective Date 
hereof, SEH shall develop an admission risk 
assessment procedure, with special 
precautions noted where relevant, that 
includes available information on the 
categories of risk (e.g., suicide, self-injurious 
behavior, violence, elopements, sexually 
predatory behavior, wandering, falls, etc.); 
whether the risk is recent and its degree and 
relevance to dangerousness; the reason 
hospital care is needed; and any mitigating 
factors and their relation to current risk; 

Recommendations: 
 
1. Same as VI.A.1. 
 
SEH Response:  See VI.A.1.  
 
2. Continue to monitor risk assessment as part of the comprehensive initial psychiatric assessment and the initial 

psychological assessment, based on an adequate sample.  Present a summary of the aggregated monitoring data 
including the following information: target population (N), population audited (n), sample size (%S), indicators/sub-
indicators, corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low 
compliance with plans of correction.  Supporting documents should be provided. 

 
SEH Response:  Ongoing.  Risk Assessment is monitored through the CIPA audits and the IPA audits, consistent with the 
Audit Sample plan.  See Tab # 36, Audit Sample plan; Tab # 15 CIPA Audit tool, indicator # 18 a-e; Tab # 20, IPA Audit 
tool/Instructions, indicators # 7a, #7b, #8a, #8b. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See below data. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 
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%C   # 13 Were the following specific subsections of the 
risk assessment completed  

100 100 100 *  *  *  100 100 

    a. risk of self injury 100 100 100 100 100 100 98 100 

    b. risk of completed suicide 100 100 100 100 100 83 98 98 

    c. risk of physical aggression 100 100 100 100 100 83 100 98 

    d. risk of sexual aggression 100 100 100 100 100 83 100 98 

    e. risk of elopement 100 100 100 100 100 83 100 98 

%C  # 14  Were appropriate precautions noted for each 
type of risk identified 

100 100 100 100 100 100 95 100 

N = Number of admissions in the month 
n = number audited- target is 20% sample per month 
*   Data not collected for this indicator during these months 
Tab #  16 CIPA AUDIT RESULTS 
  

INITIAL PSYCHOLOGY ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 6 2 6 6 2 5 5 

%S 23 18 6 17 18 7 12 15 

%C   #A7a  Assess (screen) violence risk   100 100 100 83 100 100 100 97 

         #A7b  Assess (screen) suicide risk 100 100 100 100 100 100 96 100 

         #A8a  Findings violence risk 86 100 100 83 100 50 86 90 

         #A8b  Findings suicide risk 86 100 100 100 100 100 89 97 

N =  Number of admissions 
n = number audited-target is 20% of admissions (Audit sample plan) 
Tab # 21 IPA AUDIT RESULTS 
 
Analysis/Action Plans:  CIPA audits continue to show excellent performance on completion of risk assessments with a 
mean above 90 for all sub-indicators.   Similarly the audits show high levels of performance around assessing risk in the IPA, 
with a mean in all categories above 90%.  However timeliness of the IPAs continues to be an issue ς Part A is timely only 
52% of the time.  With the closure of the Annex, a psychologist has been assigned to provide support to three admissions 
units (1F, 1G and 1D) and students also now work to assist the two psychologists assigned to 1E, the civil admissions unit. 
 

VI.A.3 By 12 months from the Effective Date hereof, 
SEH shall use the most current Diagnostics and 
Statistics Manual ("DSM") for reaching 
psychiatric diagnoses; 

Recommendations: 
1. Same as in VI.A.1 and VI.A.6. 
 
SEH Response:  See VI.A.1 and VI.A.6. 
 
2. Continue to monitor diagnostic accuracy in psychiatric assessments and reassessments based on adequate samples.  

Present a summary of the aggregated monitoring data in the progress report, including the following information: 
target population (N), population audited (n), sample size (%S), indicators/sub-indicators, corresponding mean 
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compliance rates (%C) and weighted average %C.  The data should be accompanied by analysis of low compliance with 
plans of correction.  Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
4. Provide an outline of the average number of individuals in each of the following categories (during the review period 

compared with the previous period): 
a) All individuals in care; 
b) LƴŘƛǾƛŘǳŀƭǎ ǿƛǘƘ άƴƻ ŘƛŀƎƴƻǎƛǎέ ƻƴ !Ȅƛǎ LΤ 
c) Individuals receiving Axis I diagnosis listed as Deferred for 90 or more days; 
d) Individuals receiving Axis I diagnosis listed as R/O for 90 or more days; and 
e) Individuals receiving Axis I diagnosis listed as NOS for 90 or more days. 

 
SEH Response:  The Hospital is not yet able to provide averages for each of these categories, but continues to work on 
developing a report that will allow us to do so.  Below is a table that provides a point in time comparison between early in 
the review period and at the end of the review period. 

 

Type September 23, 2010 April 5, 2011 

Total individuals in care  314 276 

LƴŘƛǾƛŘǳŀƭǎ ǿƛǘƘ άƴƻ ŘƛŀƎƴƻǎƛǎέ ƻƴ !Ȅƛǎ L  1 2 

R/O for more than 90 days 4 0 

NOS for more than 90 days 34 21 

Deferred diagnosis longer than 90 days 0 0 

 
See Tab # 157 Summary Data reports relating to Diagnoses and Medications 
 
5. Ensure timely updates of diagnoses on AVATAR. 
 
SEH Response:  The Medical Director and/or Director of Psychiatric Services continue to monitor regularly diagnoses 
through management reports, with a focus on use of NOS diagnoses, R/O diagnosis or deferred diagnoses.   
 

COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 

%C  # 15 Are all axes completed  100 100 100 100 100 83 93 98 
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%C  #16  Does the diagnosis reflect the clinical 
presentation 

100 100 100 100 100 100 91 100 

N = Number of admissions 
n = number audited- target is 20% sample per month 
Tab #  16 CIPA AUDIT RESULTS 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C  #11  Diagnosis reflects current clinical data 100 100 100 96 100 100 98 99 

%C  #12 Are all axes completed in the diagnosis section 100 100 96 100 100 100 97 99 

%C  # 13 If there is a R/O or NOS diagnosis, is there an 
adequate justification 

75 78 100 100 100 75 82 86 

N Ґ /Ŝƴǎǳǎ ŀǎ ƻŦ ŜƴŘ ƻŦ ƳƻƴǘƘΣ ƭŜǎǎ ƳƻƴǘƘΩs admissions 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
 See also Sections VI.A.1, VI.A.4 and VI.A.6  
 
Analysis/Action Plans:  CIPA audit data show the means across both relevant indicators as well above 90%.  The Psychiatric 
Update audit shows good performance generally around diagnosis, but suggests that further improvement is needed in 
documenting the basis for rule/out, NOS and deferred diagnoses.  However, it is clear that the Hospital continues to make 
good progress on diagnosis ς improvement is seen in the number of individuals with a R/O diagnosis for more than 90 
days, from 7 to 4; in the number with NOS diagnoses for more than 90 days (from 46 to 21) and in Axis II deferred for more 
than 90 days (from 7 to 0).  The Hospital will continue to monitor these indicators through CIPA and the Psychiatric Update. 
 

VI.A.4 By 18 months from the Effective Date 
hereof, SEH shall ensure that psychiatric 
assessments are consistent with SEH's 
standard diagnostic protocols; 

Recommendations: 
1. Same as in V.A3. 
 
SEH Response:  Same as above.  See V.A.3 for related data. 
 
Analysis/Action Plans:  Same as above. 
 

VI.A.5 By 12 months from the Effective Date 
hereof, SEH shall ensure that, within 24 
hours of an individual's admission to SEH, 
the individual receives an initial psychiatric 
assessment, consistent with SEH's protocols; 

Recommendations: 
 
1. Same as in VI.A.1 to VI.A.3. 
 
SEH Response: See VI.A.1 to VI.A.3. 
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2. Develop and implemented corrective actions to address the deficiencies outlined in findings above.   
 
SEH Response:  See VI.A.1 to VI.A.3. 
 
Analysis/Action Plans:  See VI.A.1 to VI.A.3. 
 

VI.A.6 By 12 months from the Effective Date hereof, 
SEH shall ensure that: 

 

VI.A.6.a Clinically supported, and current 
assessments and diagnoses are provided 
for each individual 

Recommendations: 
1. Same as in VI.A.1 and VI.A.3. 
 
SEH Response: Same as in VI.A.1, and VI.A.3. See those subsections for related data. 
 
Analysis/Action Plans:  See VI.A.1 to VI.A.3. 
 

VI.A.6.b all physician trainees completing 
psychiatric assessments are supervised 
by the attending psychiatrist. In all 
cases, the psychiatrist must review the 
content of these assessments and write 
a note to accompany these 
assessments: 

Recommendations: 
1. Continue to monitor implementation of this requirement in psychiatric assessments and reassessments based on 

adequate samples.  Present a summary of the aggregated monitoring data in the progress report, including the 
following information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators, 
corresponding mean compliance rates (%C) and weighted average %C.  The data should be accompanied by analysis of 
low compliance with plans of correction.  Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
2. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 

%C  # 22 Was the CIPA signed by the attending 
psychiatrist? 

86 100 100 100 100 100 100 98 

%C  #23  If the assessment was completed by the 
resident, is there a note from the attending 
psychiatrist?   

86 100 100 100 100 100 100 98 

N =  Number of admissions each month 
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n = number audited- target is 20% sample per month 
Tab #  16 CIPA AUDIT RESULTS 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 23 If completed by a resident, is there 
documented evidence that the Psychiatric Update was 
reviewed by the attending psychiatrist? 

100 100 100 75 100 100 83 98 

%C   #24 Is there a note by the attending psychiatrist? 97 100 96 89 98 100 85 97 

b Ґ /Ŝƴǎǳǎ ŀǎ ƻŦ ŜƴŘ ƻŦ ƳƻƴǘƘΣ ƭŜǎǎ ƳƻƴǘƘΩs admissions 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans: The data show much improved performance on this requirement overall and a mean above 90% for 
both relevant indicators.  The Medical Director will continue to monitor this through monthly audits of both the CIPA and 
Psychiatric Updates.  
 

VI.A.6.c differential diagnoses, "rule-out" 
diagnoses, and diagnoses listed as 
"NOS" ("Not Otherwise Specified") are 
addressed (with the recognition that 
NOS diagnosis may be appropriate in 
certain cases where they may not need 
to be justified after initial diagnosis); 
and 

Recommendations: 
1. Same as in VI.A.3. 
 
SEH Response:  See VI.A.3. 
 
2. Continue to provide documentation of CME training during the review period, including dates and titles of courses and 

names of instructors and their affiliation. 
 
SEH Response:  The following Grand Rounds were held between Sept 2010 and February 2011: 
 

Grand Rounds Presenter # of Attendees 

Genetic Neuropathology in 
Human Brain Development 
And Schizophrenia The Shape 
Of  Things to Come 
 
11/03/2010 

Joel Kleinman, M.D., Ph.D. 
Associate Clinical Professor, 
Department of Psychiatry and 
Behavioral Sciences and 
Department of Neurology 
GWU School of Medicine  
 

Psychiatry- 18 
Psychology- 0 
RN- 0 
Residents- 10 
NP- 1 

Integrating Behavioral Health and 
Medical Care 
 

Andrew Kolbasovsky, PsyD, MBA 
Director, Behavioral Health 
Strategic Planning and Disease 

Psychiatry- 9 
Psychology- 2 
RN- 1 
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12/01/2010 

Management 
Emblem Health 
 
 

GMOs- 6 
Residents- 13 
Social Workers- 1 
Medical Students- 5 

Meeting the Needs of Families: A 
ǊŀƴŘƻƳƛȊŜŘ ¢Ǌƛŀƭ ƻŦ ǘƘŜ b!aLΩǎ 
Family to Family Education 
Program 
1/05/2011 

Lisa Beth Dixon, M.D., M.P.H. 
Professor with Tenure 
Department of Psychiatry 
University of Maryland 

Psychiatry-11 
Psychology- 2 
Residents- 20 
DahΩǎ- 1 
Medical Students -2 
 

Psychoeducational Groups for 
Psychiatric Inpatients 
2/2/2011 
 
 

Nina W Brown Ed.D., LPC, NCC, 
FAGPA 
Professor and Eminent Scholar 
Old Dominion University 
Counseling and Human Services 

Psychiatry- 11 
Psychology-  
Residents- 17 
DahΩǎ- 2 
RN-2 
OT- 2 
 

Chronic Mental Illness and 
Metabolic Syndrome 
3/2/2011 
 

 Gloria Reeves, M.D. 
Assistant Professor, Psychiatry 
Department 
University of Maryland School of 
Medicine 

Psychiatry- 21 
Psychology- 1 
Residents-25  
GahΩǎ-4  
RN-4 
Social Workers- 3 
NP- 2 
Medical Students- 3  
 

See Tab # 84, Grand Rounds Training Schedule 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 13 If there is a R/O or NOS diagnosis, is there an 
adequate justification? 

75 78 100 100 100 75 82 86 

b Ґ /Ŝƴǎǳǎ ŀǎ ƻŦ ŜƴŘ ƻŦ ƳƻƴǘƘΣ ƭŜǎǎ ƳƻƴǘƘΩs admissions 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
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Analysis/Action Plans: The Hospital improved in documenting rationale for deferring diagnoses or carrying a R/O or NOS 
diagnosis, from 82% during the prior review period to 86% during the current review period.  The Psychiatric Update was 
added to Avatar in October 2010, and likely contributed to this improvement, which is expected to continue with 
refinements made to the Update form in early April 2011.  The Psychiatric Update now includes a specific prompt to 
address deferred or R/O diagnosis.  Further, the Medical Director and Director of Psychiatric Services continue to monitor 
through management reports and follow those individuals with deferred Axis II or long term R/O or NOS diagnoses.   While 
the documentation in the Psychiatric Update continues to need some improvement, it should be noted that as of March 
31, 2011 no one had a R/O for longer than 30 days, and only 21 individuals have an  NOS diagnosis for longer than 90 days, 
down from 4 and 34 respectively in March 2010.  See VI.A.3 for additional information.    
 
The Hospital will continue to monitor this through the audits and management reports.  The Medical Director and Director 
of Psychiatric Services will continue to work with individual psychiatrists on improving the documentation as indicated by 
the audit results.  

VI.A.6.d each individual's psychiatric 
assessments, diagnoses, and 
medications are clinically justified. 

Recommendations: 
 
1. Same as in VI.A.1 through VI.A.6.a and VI.6.c. 
 
SEH Response:  See VI.A.1 through VI.A.6.a and VI.6.c. 
 
Analysis/Action Plans:  See VI.A.1 through VI.A.6.a and VI.6.c. 
 
 

VI.A.7 By 24 months from the Effective Date 
hereof, SEH shall develop protocols to 
ensure an ongoing and timely reassessment 
of the psychiatric and biopsychosocial 
causes of the individual's continued 
hospitalization. 

Recommendations: 
 
1. Implement corrective actions to improve the review of clinical developments during the interval and the clinical flow 

of data in the Psychiatric Update. 
 
SEH Response: The Hospital implemented corrective action to address the review of clinical developments and the clinical 
flow of data in the Psychiatric Update.  See Tab # 17, Psychiatric Update Form.  The form, which went live in Avatar in late 
October 2010, and was refined in April 2011, was reorganized from the paper version to improve the clinical flow, 
ƛƴŎƻǊǇƻǊŀǘƛƴƎ ǘƘŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ƻŦ 5hWΩǎ ŎƻƴǎǳƭǘŀƴǘΦ  Lƴ ŀŘŘƛǘƛƻƴΣ ǘƘŜ ǎŜŎǘƛƻƴ ŀǊƻǳƴŘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇǊƻƎǊŜǎǎ ǿŀǎ 
modified.  A dedicated tab titled ά±ƛǘŀƭ {ƛƎƴǎέ ǘƻ ƛƴŎƭǳŘŜ ²ŜƛƎƘǘ [ƻǎǎ ƻǊ Dŀƛƴ ŀƴŘ BMI is now included.   Within the tab 
titled άLƴǘŜǊƛƳ IƛǎǘƻǊȅέΣ the following information prompts are included;, Medication Response (Full, Partial Response, Non 
Response to be selected), Psychiatric condition generally (Improving, Unchanged, Worsening to be selected), Overall 
hospital course since  the last assessment (requires a narrative);  Does IRP support goals/objectives given current condition 
(yes/no) and Describe ŀƴŘ ƛŦ ƴƻΣ ǿƘȅ ŘƻŜǎƴΩǘ ǘƘŜ IRP support goals and objectives; Pertinent Las/serum levels; Relevant 
labs; Recent Consults; Describe Recent Consults; Clinical Rating Scale (Yes/No); Clinical Rating Scales if applicable; Mental 
Status examination .   In addition, in the Pharmacological tab, there is a question as to whether medication changes made 
in response to use of STAT medications, restraint or seclusion or medication side effects and rationale.  These changes are 
designed to improve the quality of the psychiatric report on progress and clinical developments.    Further, the Psychiatric 
ǳǇŘŀǘŜ ƴƻǿ Ƙŀǎ άƭƛƎƘǘōǳƭōǎέ ǿƘƛŎƘ ǇǊƻǾƛŘŜ ƎǳƛŘŀƴŎŜ ǘƻ ǇǊŀŎǘƛǘƛƻƴŜǊǎ ƛƴ ŜȄǇŜŎǘŀǘƛƻƴǎ ƻŦ ǿƘŀǘ ǎƘƻǳƭŘ ōŜ ŀŘŘǊŜǎǎŜŘ ƛƴ ǘƘŜ 
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various sections.  Additional lightbulbs may be added. 
 
2. Same as in VI.A.1. 
 
SEH Response:  Same as in VI.A.1. 

 
3. Continue to monitor this requirement using the Psychiatric Update and Medication Monitoring Audits based on an 

adequate sample.  Present a summary of the aggregated monitoring data including the following information: target 
population (N), population audited (n), sample size (%S), indicators/sub-indicators, corresponding mean compliance 
rates (%C).  The data should be accompanied by analysis of low compliance with plans of correction.  Supporting 
documents should be provided. 

 
SEH Response:  See data below. 
 
4. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 

 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   Data fields  Timeliness (every 30 days) 97 100 100 96 100 100 97 99 

%C   #1  Are all sections of the Subjective Findings 
section completed and consistent with the relevant 
progress notes? 

100 100 100 100 98 100 100 99 

҈/   І  р 9ȄǇƭŀƴŀǘƛƻƴ ŦƻǊ ǘƘŜ {¢!¢ ƳŜŘƛŎŀǘƛƻƴΩǎ ōŜƴŜŦƛǘǎ 
that outweigh their risks 

*  *  *  n/a 100 100 *  100 

%C  # 6 Benefits and risks of restraint & seclusion 
explained 

*  *  *  n/a n/a n/a *  n/a 

%C  # 8  Specification and rationale for two or more 
anti-psychotics 

67 100 100 100 100 92 89 94 

%C   # 10 Does the psychiatric update accurately reflect 
ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘκǇǊƻƎǊŜǎǎΚ 

100 100 100 100 100 100 99 100 

%C   #11  Does the diagnosis reflect current clinical data 
or was it changed or updated based upon in current 
clinical data 

100 100 100 96 100 100 98 99 

%C    # 15 If the medication regimen includes use of 100 100 88 n/a 100 100 84 97 



Saint Elizabeths Hospital Department of Mental Health Government of the District of Columbia 
 

Compliance Report 7 (4/18/2011)  Page 69 of 211 
 

SECTIONS SETTLEMENT AGREEMENT TASKS PROGRESS REPORT 
anti-cholinergics in an individual with a dx of cognitive 
disorder, is there adequate justification 

%C   # 16 Psych Update reflects lab levels obtained at 
appropriate interim 

88 100 100 100 100 100 92 99 

%C  # 17 Evidence of appropriate follow up for 
abnormal results 

97 100 100 96 100 100 95 99 

%C   # 18  Appropriate pharmacological plan present 97 100 100 96 100 100 99 99 

%C    # 19 Does the psychopharmacological plan of care 
adequately address the monitoring of FGA or SGA for 
adverse reactions/side effects 

100 100 100 100 100 100 90 100 

C%  # 20 Does the psychopharmacological plan of care 
adequately address the use of benzodiazepines in high 
risk populations 

100 100 100 100 100 100 88 100 

b Ґ /Ŝƴǎǳǎ ŀǎ ƻŦ ŜƴŘ ƻŦ ƳƻƴǘƘΣ ƭŜǎǎ ƳƻƴǘƘΩs admissions 
n = number audited-target is 2 per unit psychiatrist (Audit sample plan) 
*   No data collected for this indicator for this month 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 
Analysis/Action Plans:  The data show generally excellent performance during this review period in all indicators.  The 
Hospital took a number of actions to address deficient findings from the prior review period.  The Psychiatric Update was 
revised and reorganized to provide a better clinical flow as well as to identify all key mandatory fields and to incorporate 
recoƳƳŜƴŘŀǘƛƻƴǎ ƳŀŘŜ ōȅ 5hWΩǎ ǇǎȅŎƘƛŀǘǊƛŎ Ŏƻƴǎǳƭǘŀƴǘ and the new form was added to Avatar in October 2010; 
refinements were effective April 2011.    Further, the audits continue each month, and the Medical Director and the 
Director of Psychiatric Services are able to address deficiencies on an individual basis and work with a particular 
psychiatrist if needed.   Psychiatrists also participated in training around discharge criteria and discharge planning, which 
provided a better framework for their assessments and the relationship to the development of the clinical formulation and 
IRP.    
 
Finally it should be noted that there were two cases identified during the review period where at first blush, there 
appeared to be a PRN order for psychiatric medications.  However, upon examination those orders were only written to 
permit an injection if the individual declined oral medications, and in both cases, the guardian consented to that practice.  

B. Psychological Assessments (these assessments 
may be completed by psychologists or 
graduate students, in psychology under the  
supervision of psychologists.) 

 

VI.B.1 By 24 months from the Effective Date 
hereof, SEH shall ensure that individuals 
referred for psychological assessment 
receive that assessment. These assessments 
may include diagnostic neuropsychological 
assessments, cognitive assessments, risk 

Recommendations: 
1. Determine the barriers to the timely completion of IPAs, both Part A and Part B and the timely completion of 

neuropsychological assessments and implement appropriate corrective action plan. 
 
SEH Response:   The Department of Psychology continues to address timeliness issues in completing IPAs.  Currently, the 
civil admissions unit is staffed with two full time psychologists, and each admissions unit serving forensic admissions has an 
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assessments and personality/differential 
diagnosis assessments, rehabilitation and 
habilitation interventions, behavioral 
assessments (including functional analysis of 
behavior in all settings), and personality 
assessments. 
 
 

assigned psychologist.   In addition, with the closure of the Annex, the Director of Psychology has assigned two 
psychologists to assist the three admission units primarily serving forensic individuals, and also assigned a number of 
trainees to provide additional support to the admission unit that serves civil admissions as needed in completing the IPAs.  
He continues to monitor this and will make further assignments as needed.  
 
2. Continue to present a summary of the aggregated monitoring data in the progress report, including the following 

information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with 
plans of correction.  Supporting documents should be provided. 

 
SEH Response: See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

INITIAL PSYCHOLOGICAL ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 6 2 6 6 2 5 5 

%S 23 18 6 17 18 7 12 15 

%C   # 1 (Part A) Is Part A completed within 5 days of 
admission?  

43 33 100 67 67 0 50 52 

%C   # 1 (Part B) If Part B completed within 12 days of 
admission?  

14 50 50 83 33 50 64 45 

N =  Number of admissions 
n = number audited-target is 20% sample (Audit sample plan) 
Tab # 21, IPA AUDIT RESULTS 
 

RISK ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 3 3 4 2 3 7 3.3 3.7 

n 1 1 2 1 1 4 1.2 1.8 

%S 33 67 50 50 33 57 35 50 

%C   # 1 Completed within 30 days of receipt of referral? 0 0 50 0 0 25 40 18 

N= Number of risk assessment referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 

PSYCHOLOGICAL EVALUATION PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 9 13 10 9 5 11 33 57 
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n 3 5 n/a 11 40 18 24 23 

%S 33 38 n/a 11 40 18 24 23 

%C   # 1 Completed within 30 days of receipt of referral? 0 60 *  100 100 50 100 54 

N= Number of referrals in the month  
n = number audited-target is 1 per psychologist (Audit sample plan) 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 

NEUROPSYCHOLOGICAL AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N 4 8 2 1 4 6 7 4.2 

n 2 2 2 1 2 1 2 1.7 

%S 50 25 100 100 50 17 29 40 

%C   # 1 Completed within 45 days of receipt of referral? 0 50 100 100 100 100 33 70 

N= Number of referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  The Hospital is providing the full range of psychological evaluations and the quality remains high.  
See VI.B generally for additional data reflecting other indicators from audits.  Some modifications to the audit tools for the 
Risk Assessment and the Psychological Evaluations peer review tools were introduced in October 2010, as a result of the 
audit experiences and were revised again in March 2011.  See Tab # 20 IPA Audit Tool, Tab # 22 Neuropsychological, 
Psychological Evaluation, and Risk Assessment Audit or Peer Review Tools.   
 
The primary issues in meeting this requirement is not quality, but are in the timely completion of the IPAs, risk assessment 
evaluations and psychological evaluations (neuropsychology has made significant improvement in timely completion of 
assessments), and in ensuring that completed evaluations remain in the medical record.   The Hospital has undertaken 
several steps to address these issues.  First, to address the latter issue, beginning in late January 2011, the Hospital began 
phasing in the FILENET, a system by which all non-electronic records are forwarded to Medical Records for scanning into 
the medical record; as scanned records, the evaluations will be accessible through a link and will not be able to be 
removed.   
 
There are multiple strategies around improving the timeliness of psychological evaluations.  With the closure of the Annex, 
ǘƘŜ 5ƛǊŜŎǘƻǊ ƻŦ tǎȅŎƘƻƭƻƎȅ Ƙŀǎ ŀǎǎƛƎƴŜŘ ǘǿƻ ǇǎȅŎƘƻƭƻƎƛǎǘǎ ŀǎ άŦƭƻŀǘŜǊǎέ ǘƻ ŀǎǎƛǎǘ ǘƘŜ ŦƻǊŜƴǎƛŎ ŀŘƳƛǎǎƛƻƴ ǳƴƛǘǎΣ ŀƴŘ ǎŜǾŜǊŀƭ 
trainees provide additional support to the civil admission unit as needed in completing the IPAs.  He continues to monitor 
this and will make further assignments as needed.   Unfortunately, there have not been sufficient resources available to fill 
the psychology positions previously identified, although the closure of the Annex has freed up one unit based psychologist.   
 
 

VI.B.2 By 24 months from the Effective Date 
hereof, all psychological assessments, shall: 
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VI.B.2.a expressly state the purpose(s) for which 

they are performed; 
Recommendations: 
 
1. Change the audit form for neuropsychological assessments to include an audit of the referral question/purpose of the 

assessments. 
 
SEH Response:  Completed as of November 2010. 
 
 
2. Continue to present a summary of the aggregated monitoring data in the progress report, including the following 

information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with 
plans of correction.  Supporting documents should be provided. 

 
SEH Response: See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
  

RISK ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N 3 3 4 2 3 7 3.3 3.7 

n 1 1 2 1 1 4 1.2 1.8 

%S 33 67 50 50 33 57 35 50 

%C   # 3a.  Referral question is clearly stated 100 100 100 100 100 100 86 100 

N= Number of risk assessment referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS  
 

PSYCHOLOGICAL EVALUATION PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 9 13 10 9 5 11 33 57 

n 3 5 n/a 11 40 18 24 23 

%S 33 38 n/a 11 40 18 24 23 

%C   # 3a Referral question, purpose of evaluation and 
what information is to be provided is clearly stated? 

100 100 *  0 100 100 63 92 

N= Number of referrals during the month 
n = number audited-target is 1 per psychologist who completes them (Audit sample plan) 
*   No data collected for this indicator during this month 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  Audits will continue and psychology will monitor data and trends.  Psychologists are being 
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reminded of the standards for completion of the evaluations.  No other actions required. 
 

VI.B.2.b be based on current, and accurate data; Recommendations: 
1. Maintain current level of practice. 
 
SEH Response:  Level of practice maintained.  
 
2. Continue to present a summary of the aggregated monitoring data in the progress report, including the following 

information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with 
plans of correction.  Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

RISK ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 3 3 4 2 3 7 3.3 3.7 

n 1 1 2 1 1 4 1.2 1.8 

%S 33 67 50 50 33 57 35 50 

%C   # 6a  Lists psychological tests, specific risk 
assessment tools, interview and duration and collateral 
interviews? 

100 100 50 100 100 100 86 91 

%C   # 6b  Lists records reviewed? 100 100 50 100 100 100 100 91 

         # 6c  Uses multiple sources of information from 
each area that is being assessed 

100 100 *  100 100 *  100 100 

N= Number of risk assessment referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
*   No data collected for this indicator during this month 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 

PSYCHOLOGICAL EVALUATION PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 9 13 10 9 5 11 33 57 

n 3 5 n/a 11 40 18 24 23 

%S 33 38 n/a 11 40 18 24 23 

%C   #6a Lists interviews, record reviews, structured 
clinical inventories, observational methods and tests 
administered? 

100 100 *  100 100 100 100 100 
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%C   # 6b Tests chosen are appropriate to referral 
question and patient characteristics 

100 100 *  0 50 100 63 85 

N= Number of referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
*   No data collected for this indicator during this month 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  Data show high or improving practice.  Audits will continue and psychology will monitor data and 
trends.  Psychologists are being reminded of the standards for completion of the evaluations.  No other actions required. 
 

VI.B.2.c provide current assessment of risk for 
harm factors, if requested; 

Recommendations: 
1. Maintain current level of practice. 
 
SEH Response:  Level of practice maintained. 
 
2. Continue to present a summary of the aggregated monitoring data in the progress report, including the following 

information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with 
plans of correction.  Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
Facility findings: 
  

RISK ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 3 3 4 2 3 7 3.3 3.7 

n 1 1 2 1 1 4 1.2 1.8 

%S 33 67 50 50 33 57 35 50 

% C  # 13 a Summary/discussion that integrates all the 
data gathered into a clear clinical picture is present 

100 100 100 100 100 100 100 100 

%C   #13 b Referral question is answered 100 100 100 100 100 100 100 100 

҈/   І моŎ  /ƻƴŎƭǳǎƛƻƴǎ ŀōƻǳǘ ǘƘŜ ǇŀǘƛŜƴǘΩǎ Ǌƛǎƪ ǎǘŀǘǳǎ 
are stated? 

100 100 100 100 100 100 100 100 

%C  # 13 d Conclusions and risk management (including 
and treatment) recommendations flow naturally from 
the risk factors identified in the report 

100 100 100 100 0 100 100 90 

%C   #13e   Clinician distinguishes between strategies 
for addressing stable and acute risk factors? 

100 100 100 100 100 100 67 100 

N= Number of risk assessment referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
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Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 

 
Analysis/Action Plans:  Audits will continue and psychology will monitor data and trends.  Psychologists are being 
reminded of the standards for completion of the evaluations.  No other actions required. 
 

VI.B.2.d include determinations specifically 
addressing the purpose(s) of the 
assessment, and 

Recommendations: 
1. Identify barriers to providers directly addressing the referral question in focused psychological assessments and 

institute a corrective action plan. 

 
SEH Response:  The Hospital is monitoring this through audits and improvement is noted, particularly in regard to 
psychological evaluations.  The Director of Psychology is providing feedback as needed and is reminding staff during 
departmental meetings.  

 
2. Identify barriers to IPA providers recommending specific groups and institute a corrective action plan. 

 
SEH Response:  Guidelines for the IPA have been revised, effective October 1, 2010, and staff are now expected to 
recommend specific groups as part of completion of the IPA.   This is tracked through the IPA audits, part B.  Tab #20 IPA 
audit instructions.  Results from the IPA audits, Part B suggest improvement has been made. See Tab # 21 IPA Audit 
Results   

 
3. Continue to present a summary of the aggregated monitoring data in the progress report, including the following 

information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with 
plans of correction.  Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎ 
 

RISK ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 3 3 4 2 3 7 3.3 3.7 

n 1 1 2 1 1 4 1.2 1.8 

%S 33 67 50 50 33 57 35 50 

%C  #4a   First sentence provides any bottom line 
recommendations 

100 100 100 100 100 100 67 100 

%C  #4b   Paragraph summarizes conclusions and 
recommendations sections 

100 100 100 100 100 100 50 100 

% C  #13b  Referral question is answered 100 100 100 100 100 100 100 100 

N= Number of risk assessment referrals in month 
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n = number audited-target is 1 per psychologist (Audit sample plan) 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 

PSYCHOLOGICAL EVALUATION PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 9 13 10 9 5 11 33 57 

n 3 5 n/a 11 40 18 24 23 

%S 33 38 n/a 11 40 18 24 23 

%C  #4a   First sentence provides any bottom line 
recommendations 

33 100 *  0 100 50 0 69 

%C  #4b   Paragraph summarizes conclusions and 
recommendations sections 

67 100 *  0 100 50 0 77 

N= Number of referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
*   No data collected for this indicator during this month 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  Audits will continue and psychology will monitor data and trends.  Psychologists are being 
reminded of the standards for completion of the evaluations.  No other actions required. 
 

VI.B.2.e include a summary of the empirical 
basis for all conclusions, where 
possible. 

Recommendations: 
 
1. Maintain current level of practice. 
 
SEH Response:  Level of practice maintained. 
 
2. Continue to present a summary of the aggregated monitoring data in the progress report, including the following 

information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with 
plans of correction.  Supporting documents should be provided. 

 
SEH Response: See VI.B.2.b. 
 
Analysis/Action Plans:  Audits will continue and psychology will monitor data and trends.  Psychologists are being 
reminded of the standards for completion of the evaluations and the Chief Psychologist will also work with staff in selecting 
the appropriate tests and instruments.  No other actions required. 
 

VI.B.3 By 24 months from the Effective Date 
hereof, previously completed psychological 
assessments of individuals currently at SEH 
shall be reviewed by qualified clinicians and, 

Recommendation: 
1. None needed. 
 
SEH Response:  None needed.  
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if indicated, referred for additional 
psychological assessment. 

 
 

VI.B.4 By 24 months from the Effective Date 
hereof, appropriate psychological 
assessments shall be provided, whenever 
clinically determined by the team. 

Recommendations: 
 
None needed. 
 
SEH Response:  None needed.  
 

VI.B.5 By 24 months from the Effective Date 
hereof, when an assessment is completed, 
SEH shall ensure that treating mental health 
clinicians communicate and interpret 
psychological assessment results to the 
treatment teams, along with the 
implications of those results for diagnosis 
and treatment. 

Recommendations: 
 
1. Determine barriers to completing the acknowledgement sheet and institute corrective action plan. 

 
SEH Response:  This continues to be an issue for the Hospital.  Treatment team members seem reluctant to sign the 
acknowledgment before reading the results, even though it is clear it is just a receipt acknowledgment.  The Hospital is 
considering eliminating this form, as the increased participation of psychologists in the IRPs is improving communication, 
and as psychological evaluations will now be scanned into the record through FILENET, and thus their availability to teams 
will be ensured.   

 
2. Develop a method for auditing these sheets for completeness. 
 
SEH Response:  See response to Recommendation # 1.   
 
3. Present a summary of the aggregated monitoring data in the progress report, including the following information: 

target population (N), population audited (n), sample size (%S), indicators/sub-indicators and corresponding mean 
compliance rates (%C).  The data should be accompanied by analysis of low compliance with plans of correction.  
Supporting documents should be provided. 

 
SEH Response:  See data below.  
 
CŀŎƛƭƛǘȅΩǎ Ŧindings: 
 

RISK ASSESSMENT PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 3 3 4 2 3 7 3.3 3.7 

n 1 1 2 1 1 4 1.2 1.8 

%S 33 67 50 50 33 57 35 50 

%C  # 16a Acknowledgement of receipt of report and 
recommendations is attached as last page of the 
evaluation  

100 50 50 100 100 75 80 73 

N= Number of risk assessment referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
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Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 

PSYCHOLOGICAL EVALUATION PEER REVIEW RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 9 13 10 9 5 11 33 57 

n 3 5 n/a 11 40 18 24 23 

%S 33 38 n/a 11 40 18 24 23 

%C  #14a  Acknowledgement of receipt of report and 
recommendations is attached to the last page of 
evaluation and fllled out.  

67 100 *  0 100 100 33 85 

N= Number of referrals in month 
n = number audited-target is 1 per psychologist (Audit sample plan) 
*   No data collected for this indicator during this month 
Tab # 30 PSYCHOLOGICAL AND RISK ASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  Upon completion of each psychological assessment, the psychologist usually meets with the clinical 
administrator to review the results, and the clinical administrator should be signing the acknowledgement of receipt of the 
report and recommendations.  In addition, each treatment team is supported by a psychologist who is available on an 
ongoing basis to provide further guidance to teams about the results of various assessments.  Psychologists attended over 
77% of IRP conferences, (see Tab # 9 IRP Observation results) and were available to meet with teams about evaluation 
results.  It should be noted that the 77% attendance rate reflects that during the review period, two psychologists were out 
on maternity leave.  
 

VI.C Rehabilitation Assessments  

VI.C.1 When requested by the treatment team 
leader, or otherwise requested by the 
treatment team, SEH shall perform a 
rehabilitation assessment, consistent with 
the requirements of this Settlement 
Agreement. Any decision not to require a 
rehabilitation assessment shall be 
documented in the individual's record and 
contain a brief description of the reason(s) 
for the decision. 

Recommendations: 
 

1. Continue with present corrective action plan. 
 
SEH Response:  Corrective action plan implemented.   
 
2. Continue to present a summary of the aggregated monitoring data for the RSA in the progress report, including the 
following information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with plans of 
correction.  Supporting documents should be provided. 
 
SEH Response: See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
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REHABILITATION ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

3 14 14 14 14 14 14 14 14 

%S 45 41 44 40 42 48 36 43 

%C  # Completed within 5 days of admission 93 93 100 100 100 86 84 95 

%C  # 2 Level of functioning - leisure 93 93 100 100 100 100 100 98 

%C  # 3 Level of functioning - perceptual 93 100 100 100 100 100 100 99 

%C  # 4 Level of functioning ς cognitive 93 100 100 100 100 100 100 99 

%C  # 5 Level of functioning - psychosocial 79 100 100 100 100 100 100 96 

%C  # 6 Level of functioning ς motor skills 100 100 100 100 100 100 100 100 

%C  # 7 Level of functioning - behavior 86 100 100 100 100 100 98 98 

N= Number of admissions 
n = number audited-target is 20% of admissions (Audit sample plan) 
Tab # 25 REHABILITATION SERVICES ASSESSMENT AUDIT RESULTS  
 
Analysis/Action Plans:  Staff were redeployed to ensure timely completion of the initial rehabilitation assessment and data 
show a high level of performance.  Training was held with rehabilitation services staff on new guidelines and the quality 
and consistency of the assessments improved.  Audits also show strong performance in all indicators.   Audits will continue, 
and if a trend appears (i.e. specific staff struggle with portions of the Assessment), additional support will be provided.  See 
also Corrective Action Plan. 
 

VI.C.2 By 24 months from the Effective Date 
hereof, all rehabilitation assessments shall: 

 

 

VI.C.2.a be accurate as to the individual's 
functional abilities; 

 
Recommendation: 
1. Maintain current level of practice. 
 
SEH Response: Level of practice maintained.  See data in VI.C.1.  
 

VI.C.2.b identify the individual's life skills prior 
to, and over the course of, the mental 
illness or disorder; 

 
Recommendation: 
 
Maintain current level of practice. 
 
SEH Response: Level of practice maintained.  See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
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REHABILITATION ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

3 14 14 14 14 14 14 14 14 

%S 45 41 44 40 42 48 36 43 

҈/  І ф  ²ŜǊŜ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƭƛŦŜ ǎƪƛƭƭǎ ǇŜǊǎǇŜŎǘƛǾŜǎ 
prior to and over the course of mental illness/disorder 
identified? 

93 100 100 100 100 100 98 99 

N=  Number of admissions 
n = number audited-target is 20% of admissions (Audit sample plan) 
Tab # 25 REHABILITATION SERVICES ASSESSMENT AUDIT RESULTS  
 
Analysis/Action Plans:   The data show excellent performance.  Audits will continue. No further actions required.  
 

VI.C.2.c identify the individual's observed and, 
separately, expressed interests, 
activities, and functional strengths and 
weaknesses; and 

Recommendation: 
1. Maintain current level of practice.   
 
SEH Response:  Practice level maintained.  
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

REHABILITATION ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

3 14 14 14 14 14 14 14 14 

%S 45 41 44 40 42 48 36 43 

҈/  І мл 5ƻŜǎ ǘƘŜ ŀǎǎŜǎǎƳŜƴǘ ƛƴŎƭǳŘŜ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 
self-reported interests and activities? 

79 93 100 93 100 100 96 94 

N= Number of admissions 
n = number audited-target is 20% of admissions (Audit sample plan) 
Tab # 25 REHABILITATION SERVICES ASSESSMENT AUDIT RESULTS  
 
See also VI.C.2.a. 
 
Analysis/Action Plans:     The data continue to show excellent performance.  Audits will continue. No further actions 
required. 
 

VI.C.2.d provide specific strategies to engage the 
individual in appropriate activities that 
he or she views as personally 
meaningful and productive. 

Recommendations: 
Continue to present a summary of the aggregated monitoring data for the RSA in the progress report, including the 
following information: target population (N), population audited (n), sample size (%S), indicators/sub-indicators and 
corresponding mean compliance rates (%C).  The data should be accompanied by analysis of low compliance with plans of 
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correction.  Supporting documents should be provided. 
 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

REHABILITATION ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 14 14 14 14 14 14 14 14 

%S 45 41 44 40 42 48 36 43 

%C  # 11 Were specific rehabilitative strategies 
identified to engage the individual in appropriate 
activities that are viewed as personally meaningful and 
productive? 

100 100 100 100 100 93 95 99 

N= Number of admissions 
n = number audited-target is 20% of admissions(Audit sample plan) 
Tab # 25 REHABILITATION SERVICES ASSESSMENT AUDIT RESULTS  
 
    
Analysis/Action Plans:  The data continue to show excellent performance.   Audits will continue. No further actions 
required. 
 

VI.C.3 By 24 months from the Effective Date 
hereof, rehabilitation assessments of all 
individuals currently residing at SEH who 
were admitted there before the Effective 
Date hereof shall be reviewed by qualified 
clinicians and, if indicated, referred for an 
updated rehabilitation assessment. 

Recommendation: 
1. None needed. 

 

VI.D By 18 months from the Effective Date 
hereof, SEH shall ensure that each individual 
has a social history evaluation that is 
consistent with generally accepted 
professional standards of care. This includes 
identifying factual inconsistencies among 
sources, resolving or attempting to resolve 
inconsistencies, explaining the rationale for 
the resolution offered, and reliably 
informing the individual's treatment team 
about the individual's relevant social factors. 

Recommendations: 
 
1. Continue with current corrective action plan. 
 
SEH Response:  The corrective action plan submitted in October 2010 was implemented by social work, but based upon the 
audit results, it was modified when audits suggested additional strategies were needed.  See CAP dated March 3.2011.   
 
Audit results over the six months raised a number of issues that social work leadership is addressing. First, they reviewed 
audit results for inter rater reliability issues, and determined that instructions for the initial assessment and update forms 
and audit tools were in need of modification.  See Tab # 31 Social Work Initial Assessment Form Instructions (prior and 
updated version), # 34 Social Work Update Form Instructions (prior and updated versions), Tab # 32 SWIA audit tool 
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(prior and updated versions), and # 35 Social Work Update Audit Tool (prior and updated versions).  In addition, all social 
work staff participated in training on completion of an initial assessment, led by supervisors and supported by the 
consultants.  This was followed by social work and clinical administrators jointly working on a clinical formulation around 
discharge planning and discharge criteria and the relationship between this part of the clinical formulation and the social 
work updates.  This training was in addition to the training the social workers attended with their entire teams around 
discharge planning and described in V.A.3.   
 
Social worker attendance at IRPs is improved, although not consistently at expected levels. 
 
While audit results are shared with individual workers, they will also be presented at the monthly social worker meetings.  
 
 The Hospital currently has one social work vacancy, although with the closing of the Annex, all units have one dedicated 
social worker, except for the civil admissions unit which has two social workers.   
 
2. {ǇŜŎƛŦȅ ƛƴ ǘƘŜ ŘƛǊŜŎǘƛƻƴǎ ŦƻǊ ǘƘŜ {²L! ǘƘŀǘ ǘƘŜ ǎŜŎǘƛƻƴ ƻƴ ŘƛǎŎǊŜǇŀƴŎƛŜǎ Ƴǳǎǘ Ŏƻƴǘŀƛƴ ŀƴ ŜƴǘǊȅΣ ŜǾŜƴ ƛŦ ǘƘŜ ŜƴǘǊȅ ƛǎ άbƻ 
ŘƛǎŎǊŜǇŀƴŎƛŜǎ ǿŜǊŜ ƛŘŜƴǘƛŦƛŜŘΦέ 

 
SEH Response: Completed. This was also discussed in the training on completion of the SWIA in which all social workers 
participated.  
 
3. Continue to present a summary of the aggregated monitoring data for all indicators on the SWIA in the progress 

report, including the following information: target population (N), population audited (n), sample size (%S), 
indicators/sub-indicators and corresponding mean compliance rates (%C).  The data should be accompanied by 
analysis of low compliance with plans of correction.  Supporting documents should be provided. 

 
SEH Response:  See data below. 
 
FaciƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 6 7 7 7 7 6 8 7 

%S 19 21 22 20 21 21 20 21 

%C  #  Completed within 5 days of admission 83 57 86 86 71 83 60 78 

%C  #  2 Discrepancies in social history and efforts to 
resolve them 

n/a 0 0 0 100 n/a 50 20 

%C  #  3 Explanation for conclusion about discrepancies n/a 0 0 0 100 n/a 50 20 

%C  #  4 Treatment goals and discharge plans reflect 
strengths and limitations 

67 57 57 71 86 83 80 70 
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҈/  І  р !ǎǎŜǎǎƳŜƴǘ ƛƴŎƭǳŘŜǎ ŘƛǎŎǳǎǎƛƻƴ ƻŦ ƛƴŘƛǾƛŘǳŀƭΩǎ 
goals and whether they are realistic/achievable. 

83 43 57 71 71 83 76 68 

%C  #  6 Social work interventions are specific and 
individualized, reflect  frequency and are related to 
treatment goals and discharge planning 

67 43 71 86 43 67 78 63 

N= Number of admissions 
n = number audited-target is 20% of admissions(Audit sample plan) 
Tab # 33 SOCIAL WORK AUDIT RESULTS 
 

SOCIAL WORK UPDATE ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 267 271 265 266 246 280 266 

n 13 11 13 11 11 14 10 12 

%S 5 4 5 4 4 6 4 5 

%C  # 1 Progress note(s) indicate contact with family, 
significant others, and their support towards 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǇǊƻƎǊŜǎǎ ŀƴŘ ŘƛǎŎƘŀǊƎŜ ǇƭŀƴΦ 

85 64 82 70 100 64 82 77 

%C  # 2 Documentation of intervention is descriptive 77 91 77 91 64 50 88 74 

҈/  І о LƴŘƛǾƛŘǳŀƭΩǎ ŜȄǇǊŜǎǎŜŘ ƎƻŀƭǎΣ ŎƻƴŎŜǊƴǎ ŀƴŘ 
perception of progress related to treatment and 
ŘƛǎŎƘŀǊƎŜ Ǝƻŀƭǎ όƛƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƻǿƴ ǿƻǊŘǎύ  

92 82 92 82 91 86 98 88 

%C  # 4 Description of progress toward discharge 69 45 69 82 55 79 87 67 

҈/  І р 5ŜǎŎǊƛǇǘƛƻƴ ƻŦ ŎŀǎŜ ƳŀƴŀƎŜǊΩǎ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ 
discharge planning and contact with individual 

91 67 62 91 80 93 86 81 

%C  #6  Status of discharge barriers 62 91 85 82 91 71 87 79 

%C  # 7  Assessment of services needed for discharge 
planning 

54 45 62 36 55 79 65 56 

%C    Timely completions 100 100 100 100 100 100 100 100 

N= Census at end of month less admissions 
n = number audited-target is 1 per social worker (Audit sample plan) 
Tab # 33 SOCIAL WORK AUDIT RESULTS 
 
See Also Chapter VII. For specific indicators around d/c planning. 
 
Analysis/Action Plans:  The social work initial assessment audits show a decline in performance in many key indicators, 
including identifying and resolving discrepancies in social history, identification of treatment goals and discharge plans that 
ǊŜŦƭŜŎǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ƭƛƳƛǘŀǘƛƻƴǎΣ ŀƴŘ ŘŜǾŜƭƻǇƛƴƎ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƘŀǘ ŀǊŜ ǎǇŜŎƛŦƛŎΣ ƛƴŘƛǾƛŘǳŀƭƛȊŜŘ ŀƴŘ ǊŜƭŀǘŜ to 
goals and discharge planning.  Improvement was noted in timeliness of social work initial assessments.  In addition, the 
social work update audit also shows in most indicators a decline in performance.  As noted, social work leadership has 
worked aggressively to address these issues.  First, with line workers, supervisors reviewed the social work guidelines that 
should assist workers in completing the forms and determined significant changes to those guidelines/instructions were 
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needed; these were made and effective April 1, 2011.   Second, the audit tools were reviewed and the two auditors 
reviewed several of the same cases to determine if inter-rater reliability issues existed; based upon that review, a decision 
was made to revise the audit tools and create instructions that better relate to the instructions used by the social workers 
in completing the forms.  Third, social work staff, supported by the consultants, reviewed and completed a social work 
initial assessment. Fourth, social workers attended two trainings focused on their roles around discharge, and how their 
assessments and updates link to discharge planning in the IRP.  One training was with the entire treatment team as a unit 
(and involved working on a case) and the second was with clinical administrators and focused on the clinical formulation 
development.   Thus, social work has new instructions for the social work initial assessment and update (tab ##s 31 and 
34), new audit tools and instructions (tab ##s 32 and 35) and written examples that social workers and clinical 
administrators are able to use in developing discharge criteria, plans and identifying barriers. See Tab # 1 IRP Training 
documents 
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VII. DISCHARGE PLANNING AND COMMUNITY INTEGRATION 
 Taking into account the limitations of court-
imposed confinement and public safety, SER, 
in coordination and conjunction with the 
District of Columbia Department of Mental 
IŜŀƭǘƘ όά5aIέύ ǎƘŀƭƭ ǇǳǊǎǳŜ ǘƘŜ ŀǇǇǊƻǇǊƛŀǘŜ 
discharge of individuals to the most 
integrated, appropriate setting consistent 
with each person's needs and to which they 
can be reasonably accommodated, taking 
into account the resources available to the 
District and the needs of others with mental 
disabilities. 

 

VII.A By 12 months from the Effective Date 
hereof, SEH, in conjunction and coordination 
with DMH, shall identify at admission and 
consider in treatment planning the particular 
factors for each individual bearing on 
discharge, including: 

Recommendations: 
 
1. The hospital should continue to monitor the IRP process utilizing existing quality assurance and audit tools and identify 

staff in need of coaching. 
 
SEH Response:  IRP process monitoring continues.  See Tab # 9 IRP OBSERVATION AUDIT RESULTS. 
 
2. The hospital should continue to focus training on identifying factors at point of admission that bear on discharge 

planning. 
 
SEH Response:  The Hospital provides an IRP overview that includes discussion around discharge planning as part of new 
employee orientation and recently also began training newly hired individuals on each module of the IRP training on a 
quarterly basis.   The Hospital determined that the intensive training included in the IRP modules would make more sense 
to new staff after several months at the Hospital rather than including all the training in the new employee orientation.   
Data may be available on the quarterly trainings during the DOJ visit.   
 
In addition, the Hospital in February 2011 provided a two hour training to all members of the treatment team around 
discharge planning.  Taking an actual case, the teams developed discharge criteria, identified discharge barriers and 
reviewed discharge plans as part of the training.  In addition, social workers and clinical administrators received an 
additional session when they jointly reviewed the clinical formulation around discharge planning as well as how the social 
work update complements that document.   

        

Engagement and Community Integration II (1 and ½ hours) 09/01/10 ~ 03/15/11 

Discipline # Required # Attended % Attended 

Clinical Administrator 12 12 100% 

Nursing - Nurse Manager 16 8 50% 
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Psychiatry 22 21 96% 

Psychology 14 14 100% 

Social Work 12 12 100% 

Total 76 67 88% 

 

Discharge Planning - IRP Module IV     
9/01/2010 ~ 

3/15/2011 

Discipline & Number of 
Hours 

# 
Required 

# Attended # Competent % Attended 
% Competent*/ 
% of Attendees 
Competent** 

Clinical Administrator (15) 12 12 12 100% 100%/100% 

Nurse Manager (15) 16 16 16 100% 100%/100% 

Psychiatry (15) 21 21 21 100% 100%/100% 

Psychology (15) 14 14 14 100% 100%/100% 

Social Work (15) 12 12 12 100% 100%/100% 

Total 75 75 75 100% 100%/100% 

* Percentage of those who passed competency exam out of the total number of employees required for training. 

See Tab #1 for IRP Training Data and Materials   
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 6 7 7 7 7 6 8 7 

%S 19 21 22 20 21 21 20 21 

%C  #  7 All areas of discharge criteria are described in 
detail as to what is needed 

50 57 57 71 86 67 87 65 

%C  #  8 Community support needs are addressed in all 
areas and are individualized 

67 43 86 71 86 67 98 70 

%C  #  9 Description of discharge barriers 83 71 100 100 67 100 98 87 

%C  #  10 Identification of skills needed for discharge 50 57 57 71 71 50 89 60 

%C # 11 Descriptive identification of discharge needs, 
i.e. housing, medical, financial, day program, 
employment, and aftercare needs 

83 43 71 43 71 33 93 58 

N= Number of admissions 
n = number audited-target is 20% of admissions (Audit sample plan) 
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Tab # 33 SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 

%C   # 8  SEH shall provide the individual the opportunity 
beginning at the time of admission and continuously 
ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǎǘŀȅΣ ǘƻ ōŜ ŀƴ ŀŎǘƛǾŜ 
participant in the discharge planning process, as 
appropriate 

71 84 93 93 100 100 86 90 

N = All IRP reviews scheduled in the month  
n = number audited 
*  Mean during this audit period was based upon only three months of audits 
** Sample size target is 2 per unit (Audit Sample plan) 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P*  

Mean-
C 

N 196 191 194 219 183 184 176 194 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C   # 8  The clinical formulation considers such factors 
as age, gender, culture, treatment adherence and 
medication issues that may affect the outcomes of 
treatment and rehabilitation interventions. 

88 95 100 100 95 96 74 96 

%C.  # 10 The clinical formulation enables the 
interdisciplinary team to reach a preliminary 
determination as to the setting to which the individual 
should be discharged and the changes that will be 
necessary to achieve discharge, whenever possible?  

26 74 61 67 45 68 52 57 

%C   # 11  The team developed and prioritized reasonable 
and attainable goals/objectives (e.g. at the level of each 
ƛƴŘƛǾƛŘǳŀƭΩǎ ŦǳƴŎǘƛƻƴƛƴƎύ ǘƘŀǘ ōǳƛƭŘ ƻƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 
ǎǘǊŜƴƎǘƘǎ ŀƴŘ ŀŘŘǊŜǎǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ identified needs.   

65 96 74 72 68 80 68 76 

N = IRP reviews scheduled during month 
n = number audited 
*  Mean during the prior audit period was based upon only two months  of audits 
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** Sample size target is 2per unit (Audit sample plan) 
Tab # 3  CLINICAL CHART AUDIT RESULTS 
 

DISCHARGE MONITORING AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N 17 17 20 22 15 22 21 19 

n 4 4 5 5 4 5 5 5 

%S 24 24 25 23 27 23 24 24 

%C.  #20  Were there measurable interventions 
ǊŜƎŀǊŘƛƴƎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŀǊǘƛŎǳƭŀǊ Řischarge 
considerations?  

100 75 80 100 75 100 78 89 

 %C  # 21  Identified individual to assist with 
interventions.        

100 75 80 100 75 100 67 89 

%C   # 22  Timeframes and duration for completion of 
interventions 

100 75 80 100 100 80 11 89 

N = All discharges in the month 
n = number audited 
*  March audits were excluded because findings were based upon prior audit tool that was substantially different than the 
current tool.  A mean from the prior review period is not available due to the change in the tool. 
n/a ςThese indicators were added to tool beginning for July audits 
Tab # 68  DISCHARGE AUDIT RESULTS 
 
Analysis/Action Plans:  As the various audit results suggest, the Hospital improved its effective discharge planning from the 
time of admission but still has additional steps to take before it will consistently meet ǘƘŜ {ŜǘǘƭŜƳŜƴǘ !ƎǊŜŜƳŜƴǘΩǎ 
requirement.  The Hospital provide training for the treatment teams around discharge planning in September 2010 which 
was a dedicated module in a weeklong training involving didactic, observation and coaching of all treatment teams.  This 
was supplemented by an additional discharge related training completed in February 2011, in which each team presented 
a case and was trained in how to develop discharge criteria and discharge plans and to identify discharge barriers.  In 
addition, in March 2011, social workers and clinical administrators were trained on the linkages between social work 
updates and the discharge piece of the clinical formulations.  Social workers also, as a discipline, participated in a training 
specifically addressing completion of the SWIA.  Finally, the Social Work department partnered with the DMH Division of 
Integrated Care on a second training, a half day workshop for social workers and community case managers/clinical 
directors.  See Tab # 164 Community Hospital Joint Trainings.  Similarly workshops will occur at least three times per year.  
 
Social work also modified its instructions for social workers on how to complete the SWIA and Social Work Updates to 
provide additional clarity, and modified its audit tools and developed instructions to complement each of the revised form 
instructions.  Finally social work also developed examples of discharge criteria and plans to assist workers and teams in 
addressing discharge issues.  See Tab # 1 IRP Training material Discharge Documentation examples.   
 
The Hospital will continue with its discipline and discharge audits to identify areas of strengths and areas in need of 
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improvement.  
 

VII.A.1 those factors that likely would result in 
successful discharge including the 
individual's strengths, "preferences, and 
personal goals; 

Recommendation: 
1. See VII.A 
 
SEH Response: See VII.A 
  
Analysis/Action Plans:  See VII.A. 
 

VII.A.2 the individual's symptoms of mental illness 
or psychiatric distress; 

Recommendation: 
1. See VII.A. and VII.A.1 
 
SEH Response: See VII.A.  See also additional data below.  
 
2. The IRP process can be improved by better integrating a comprehensive assessment and diagnosis, including 

symptoms of mental illness, into identifying specific behavioral and clinical interventions that ready individuals for 
transitioning to the community and discharge planning. 

 
SEH Response:  The Hospital provided each treatment team with additional training around discharge planning. Using a real 
case, treatment teams, with the consultant trainers, were provided training on developing discharge criteria, discharge 
plans and identifying discharge barriers.  Teams focused on learning how to better identify the skills the individual needs to 
be discharged, the steps the staff need to take with the individual to effect discharge, and the systemic issues that must be 
addressed as part of discharge.   All members of the team were trained together.  See Tab # 1, Training data and 
materials.  Clinical administrators also received additional training on developing the present status section of the clinical 
formulation, as well as writing the IRPs themselves ς writing focus statements, goals, objectives and interventions.  See Tab 
# 1, Training data and materials.  Clinical administrators and social workers also were teamed and trained on the 
discharge related sections of the IRP, and how those link to the social work initial assessments and updates.    
 
In addition the Psychiatric Update was modified to improve the clinical flow and also now includes a specific prompt which 
requires the psychiatrist to ŀǎǎŜǎǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇǊƻƎǊŜǎǎ ǘƻǿŀǊŘ ǘǊŜŀǘƳŜƴǘ Ǝƻŀƭǎ; it also includes a specific prompt as to 
whether the IRP supports the goalǎ ŀƴŘ ƻōƧŜŎǘƛǾŜǎ ƎƛǾŜƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎǳǊǊŜƴǘ ŎƻƴŘƛǘƛƻƴΦ  See Tab # 17, Psychiatric 
Update Form 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C.  # 10 Does the psychiatric update accurately reflect 100 100 100 100 100 100 99 100 
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ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘκǇǊƻƎǊŜǎǎ 

N = Census minus monthly admissions 
n = number audited  
Target sample is 1 per unit based psychiatrist 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:  See VII.A,, VII.A.1 and VII.A.3.  See also cells at sections V.B.7, V.C.6, V.C.7 and V.D.1. 
The audit data show excellent performance, and audits will continue.   
 

VII.A.3 barriers preventing the specific individual 
from being discharged to a more integrated 
environment, especially difficulties raised in 
previous unsuccessful placements, to the 
extent that they are known; and 

Recommendations: 
 
1. The hospital should implement the additional planned hospital/community seminars in order to increase 

understanding of community resources and the skills necessary for a consumer to be successful.  
 
SEH Response:  A second joint hospital and community seminar was held in February 2011, and a third is planned for early 
June.  See Tab # 164 Community/Hospital training materials. The February workshop focused on community housing to 
include voucher process, CRF applications and approval process, the elderly and physical disabilities waivered services, and 
the forensic process from A to Z.  This supplemented the initial training provided in October 2010 which reviewed the 
range of options available for individuals upon their discharge  
 
The Hospital provided each treatment team with additional training around discharge planning. Using a real case, 
treatment teams were provided training on developing discharge criteria, discharge plans and identifying discharge 
barriers.  Teams focused on learning how to better identify the skills the individual needs to be discharged, the steps the 
staff need to take with the individual to effect discharge, and the systemic issues that must be addressed as part of 
discharge.   All members of the team were trained together.  See Tab # 1, Training data and materials.   
 
2. The hospital should consider implementing a process to review the clinical and discharge needs of individuals with 

multiple admissions. 
 

 
SEH Response:   SEH and DMH reviewed the record of those individuals (total = 6) who have been admitted at least 3 times 
in the past year to examine the circumstances surrounding treatment in the community and the outplacement process 
from the hospital.  All four civil individuals have been reviewed, as well as two other civil individuals. While specific issues 
related to each individual are addressed as both the hospital and community teams are present, the intent of the meeting 
is to identify any systemic issues that impact on length of stay in the community. 
 
 
3. SEH Corrective Action Plan, Action Steps should be implemented and monitored. 
 
SEH Response:  Ongoing. The Chief of Staff monitors implementation of all aspects of the CAP.  
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CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 6 7 7 7 7 6 8 7 

%S 19 21 22 20 21 21 20 21 

%C  #  9 Description of discharge barriers 83 71 100 100 67 100 98 87 

N= Number of admissions in the month 
n = Target is 20% of admissions 
Tab # 33 SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 
 

SOCIAL WORK UPDATE ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 267 271 265 266 246 280 266 

n 13 11 13 11 11 14 10 12 

%S 5 4 5 4 4 6 4 5 

%C  # 6  Status of discharge barriers 62 91 85 82 91 71 87 79 

N= Census at end of month less mƻƴǘƘΩǎ ŀŘƳƛǎǎƛƻƴǎ 
n = number audited-target is 1 per social worker(Audit sample plan) 
Tab # 33 SOCIAL WORK UPDATE AUDIT RESULTS 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 184 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  # 10 The clinical formulation enables the 
interdisciplinary team to reach a preliminary 
determination as to the setting to which the individual 
should be discharged and the changes that will be 
necessary to achieve discharge, whenever possible?  

26 74 61 67 45 68 52 57 

%C   # 11  The team developed and prioritized 
reasonable and attainable goals/objectives (e.g. at the 
ƭŜǾŜƭ ƻŦ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭΩǎ ŦǳƴŎǘƛƻƴƛƴƎύ ǘƘŀǘ ōǳƛƭŘ ƻƴ ǘƘŜ 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ŀŘŘǊŜǎǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 
identified needs.   

65 96 74 72 68 80 68 76 

N = All IRPs scheduled in the review month  
n = number audited.  Target sample is 2 per unit 
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*   The mean is based only upon two months of audits for the review period indicated 
Tab # 3  CLINICAL CHART AUDIT RESULTS 
 

Census and 30-Day Readmissions* 

 Sep Oct Nov Dec Jan Feb Mean-P* Mean-C 

Individuals in Care ς Daily Average 313 308 303 300 299 292 319 302 

Discharges 33 38 36 37 35 53 38 32 

# 30-day Readmissions 4 2 2 2 2 2 2 2.3 

% 30-day Readmissions 12.1% 5.3% 5.6% 5.4% 5.7% 3.8% 5.3% 7.2% 

*National Public Rate (NPR) of 30-day readmission: 7.8%, NASMHPD Research Institute, December 2010 
See Tab # 53 PRISM Report 
 
Analysis/action steps:  The Hospital has made significant strides in discharging individuals in care- - so much so that it was 
able to close the Annex by the end of February 2011.  Average daily census declined in each month of the review period, 
and the average daily census in February 2011 was 292.  This has been accomplished with a rehospitalization rate that 
generally falls below the national public rate.   
 
In addition, psychiatric, social work and the clinical chart audits show an improving trend around identifying discharge 
barriers and improving IRPs to address these issues.  Because it was recognized, however, that IRPs were not yet at the 
standard expected around ensuring discharge barriers were being addressed, additional discharge related training was 
provided to all treatment teams in February 2011 and extensive coaching has been provided to all teams around the 
content of the clinical formulation and IRPs.  A follow up training for social workers and clinical administrators around 
discharge planning was also held with a focus on the linkages between the social work update and the completion of the 
discharge sections of the clinical formulation.  This will continue to be monitored through the identified audits, and 
additional actions will be taken as needed.  
 

VII.A.4 the skills necessary to live in a setting in 
which the individual may be placed. 

Recommendations: 
 
1. {9I ǎƘƻǳƭŘ ŎƻƴǘƛƴǳŜ ǘƻ ǊŜŦƛƴŜ ƳŀǘŎƘƛƴƎ ƛƴŘƛǾƛŘǳŀƭΩǎ ŦǳƴŎǘƛƻƴŀƭ ǎƪƛƭƭǎ ǿƛǘƘ ǘƘŜ ǊŜǾƛǎŜŘ ¢[/ ŎǳǊǊƛŎǳƭŀΦ 
 
SEH Response:  Ongoing.  TLC group assignments are made utilizing the IPA, the clinical formulation, IRPs and progress 
notes, and the individual in care is observed during the week long orientation as part of the process in matching the 
individual to TLC groups.   In addition, the TLC will be reviewing the curricula to ensure they reflect appropriate functional 
levels. 
 
2. Working with DMH and community agencies, SEH should identify and expedite transitional activities in the community 

for individuals considered discharge ready.  These activities should include attending day programs, public 
transportation training, visiting potential housing programs, visiting the community, establishing therapeutic 
relationships pre-ŘƛǎŎƘŀǊƎŜΣ ŜǘŎΦ  ! ǎǇŜŎƛŦƛŎ ŎƻƳƳǳƴƛǘȅ ƛƴǘŜƎǊŀǘƛƻƴ Ǉƭŀƴ ǘƘŀǘ ƛƴŎǊŜŀǎŜǎ ǘƘŜ ŎƻƴǎǳƳŜǊΩǎ ƛƴǾƻƭǾŜƳŜƴǘ ƛƴ 
community services and supports over time could be developed to expedite successful discharge. 
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SEH Response:  The Hospital provides a full array of supports and activities to support transition to the community.  There 
are a number of discharge related groups at the TLCs including:  

 Travel Training (RT) 

 Bridges (Transition specialists) 

 WRAP (Consumer Action Network) 

 Discharge Planning (social work)  

 Principles of Recovery/ Recovery Process (Consumer Affairs)  

 Art Therapy and Community Re-Entry  

 Community Living Skills (OT) 

 Community Awareness/Community Re-Entry ( RT Trip)  

 Community Outings (RT Trip)  

 Takoma Park (RT Trip, occurs weekly)  

 Exploring the Community (RT Trips)  

 Vocational Skills Groups, such as resume writing, job seeking skills (Vocational rehab)  

 Education/GED groups (educational rehab)  

 Money Management (TLC) 

Rehabilitation Services provides regular community based activities, both social (weekly day trips to museums, shopping 
malls etc, and learning activities such as using the subway or buses) and therapy based.  Further twenty-nine individuals 
(10% of the overall census) attend day treatment programs in the community.   See Tab # 79 List of individuals who attend 
community day programs.  The Hospital also has a peer specialist program whereby peers work with individuals in the 
hospital to ease transition to the community.  A key piece of this program is an apartment near the hospital, where peers 
take individuals for visits and learning community living skills such as cooking, cleaning and laundry.  Outings include 
utilizing public transportation, grocery shopping, etc.  Peer specialists also are paired 1:1 with identified individuals to assist 
in community skill building and to enhance self-confidence.  Volunteer Services also take individuals on community trips at 
least monthly, where they have an opportunity to interact with community volunteers in normalized settings.  Case 
managers also aid with the transition, visiting individuals in the hospital, attending treatment plan conferences and taking 
them to the community to look at housing, obtain benefits or identification, etc. 
 
3. Continue to implement and monitor the SEH Corrective Action Plan. 
 
SEH Response:  Ongoing 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 6 7 7 7 7 6 8 7 
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%S 19 21 22 20 21 21 20 21 

%C  #  10 Identification of skills needed for discharge 50 57 57 71 71 50 89 60 

%C # 11 Descriptive identification of discharge needs, 
i.e. housing, medical, financial, day program, 
employment, and aftercare needs 

83 43 71 43 71 33 93 58 

N= Number of admissions 
n = number audited-target is 20% of admissions(Audit sample plan) 
Tab # 33 SOCIAL WORK INITIAL ASSESSMENT AUDIT RESULTS 
 

CLINICAL CHART AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P* 

Mean-
C 

N 196 191 194 219 183 184 176 195 

n 23 23 23 18 22 25 22 22 

%S 12 12 12 8 12 14 13 12 

%C.  # 10 The clinical formulation enables the 
interdisciplinary team to reach a preliminary 
determination as to the setting to which the 
individual should be discharged and the changes that 
will be necessary to achieve discharge, whenever 
possible?  

26 74 61 67 45 68 52 57 

N = All IRPs scheduled in the review month  
n = number audited.  Target sample is 2 per unit 
*   The mean is based only upon two months of audits for the review period indicated 
Tab # 3  CLINICAL CHART AUDIT RESULTS 
 
Analysis/Action Steps:  See VII.A.1 through A.3. 
 

VII.B By 12 months from the Effective Date 
hereof, SEH shall provide the opportunity, 
beginning at the time of admission and 
continuously throughout the individual's 
stay, for the individual to be a participant in 
the discharge planning process, as 
appropriate. 

Recommendations: 
Continue to maintain this progress through ongoing monitoring.  
 
SEH Response:  Ongoing. 
 
CŀŎƛƭƛǘȅΩǎ CƛƴŘƛƴƎǎΥ 
 

IRP OBSERVATION MONITORING AUDIT RESULTS  

 Sep Oct Nov Dec Jan Feb Mean- 
P* 

Mean- 
C 

N 122 140 158 208 186 188 212 167 

n 19 15 12 16 22 23 22 18 

%S 16 11 8 8 12 12 10 11 
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%C.  #8.  SEH shall provide the individual the 
opportunity beginning at the time of admission 
ŀƴŘ Ŏƻƴǘƛƴǳƻǳǎƭȅ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ 
stay, to be an active participant in the discharge 
planning process, as appropriate 

71 84 93 93 100 100 86 90 

N = All IRPs scheduled in the review month  
n = number audited 
Target sample size is two observations per unit per month 
Tab # 9 IRP OBSERVATION AUDIT RESULTS 
 
Analysis/Action Plans:   Data show in general, improving performance in involving individuals in discharge planning. 
However to improve the quality of the involvement, all treatment teams and their members were provided additional 
training on discharge planning which included a component around engagement and clinical administrators were provided 
additional training on developing the written IRPs.  Further, all teams are being provided coaching on an on-going basis.  
See Tab # 1 IRP training materials and data.  There continue to be groups in the TLC that assist the individual in being 
more involved in treatment planning. See Tab # 69 TLC Group and Ward schedules. The Hospital will continue to monitor 
this through audits.  
 

VII.C By 12 months from the Effective Date 
hereof, SEH shall ensure that each individual 
has a discharge plan that is a fundamental 
component of the individual's treatment 
plan and that includes: 

Recommendations: 
 
1. Continue to implement and monitor the Corrective Action Plan. 
 
SEH Response:  Ongoing.  The Chief of Staff monitors the implementation of the CAP. 
 

2. Focus social work staff and individual social work supervision meetings on IRP participation and process. 
 
SEH Response:  Social work staff are frequently reminded about the importance of attending the IRP and that their role is 
critical to timely effecting discharge.  Attendance has improved during this review period (65% mean in prior review period 
to 88% mean for this review period),  See Tab # 9 IRP Observation audit Results  All teams have a dedicated social worker 
(the civil admissions unit has two assigned workers) who work with the team on discharge related issues.  Further, through 
the discharge planning trainings completed by all teams, the role of social work at the IRPs was highlighted.  In addition, 
social workers were also provided training on completion of the social work initial assessment, guidelines were updated 
and social workers and clinical administrators together were trained on completion of the discharge related sections of the 
IRPs.    
 

VII.C.1 measurable interventions regarding his or 
her particular discharge considerations; 

Recommendations: 
1. See VII.C 
 
SEH Response:  See VII.C. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
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DISCHARGE MONITORING AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean- 
P* 

Mean-
C 

N 17 17 20 22 15 22 21 19 

n 4 4 5 5 4 5 5 5 

%S 24 24 25 23 27 23 24 24 

%C.  #20  Were there measurable interventions 
ǊŜƎŀǊŘƛƴƎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŀǊǘƛŎǳƭŀǊ ŘƛǎŎƘŀǊƎŜ 
considerations?  

100 75 80 100 75 100 78*  89 

N = All discharges to the community in the month 
n = number audited 
Target sample is 20% 
* Mean from prior review period was based upon 2 months of audits. 
Tab # 68 DISCHARGE AUDIT RESULTS 
 
Analysis/Action Plans:   Audit results suggest improved performance in ensuring measurable interventions regarding the 
ƛƴŘƛǾƛŘǳŀƭΩǎ ŘƛǎŎƘŀǊƎŜ ŎƻƴǎƛŘŜǊŀǘƛƻƴǎ with a mean approaching 90%.  In addition, in February 2011, teams were provided 
additional training around discharge issues in developing the IRP, and clinical administrators were provided training on 
writing the goals, objectives and interventions in an IRP, and this is expected to further improve performance.  See V.A.3 
and Tab #1 for information about the training.  Audits will continue to monitor performance on this requirement.  
 

VII.C.2 the persons responsible for accomplishing 
the interventions; and 

Recommendation: 
 

Continue to monitor to ensure compliance. 
  
SEH Response:  Monitoring continues. 
.   
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

DISCHARGE MONITORING AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean- 
P 

Mean- 
C 

N 17 17 20 22 15 22 21 19 

n 4 4 5 5 4 5 5 5 

%S 24 24 25 23 27 23 24 24 

%C.  # 21  Was there an identified person(s) 
responsible for accomplishing the interventions? 

100 75 80 100 75 100 67* 89 

N = All discharges in the month 
n = number audited 
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Target sample is 20% of discharges 
*  Mean for prior period is based only upon two months of data 
Tab # 68 DISCHARGE AUDIT RESULTS 
 
Analysis/Action Plans:   As previously noted, the Hospital provided additional training to treatment teams around 
discharge and treatment planning, with a focused module on developing discharge criteria, discharge plans and identifying 
discharge barriers.  Among the topics covered were ensuring specific staff were identified to address criteria and work to 
remove barriers.   See V.A.3 and Tab #1 for information about the training.  It is expected that the training will improve the 
consistency in performance on this requirement.   
 
Audits show improved performance on this requirement, with the mean improving from 67 in the prior period to 89 in this 
period.  Audits will continue to monitor performance on this requirement.  
 

VII.C.3 the time frames for completion of the 
interventions. 
 
 

Recommendations: 
1. Each intervention should be measurable with a specific timeline. 
 
SEH Response:  The Hospital disagrees with this recommendation.  Unless otherwise indicated in the IRP itself, the time 
frame is the period covered by the IRP.  Unless a specific time frame is specified in the IRP, plans are 7 days, 14 days (civil 
only), 30 days or every 60 days and therefore there is a time frame which is all the agreement requires.  In addition, staff 
were provided additional training around discharge related IRP issues, and to the extent known, a date for completion of 
critical issues will be included in the clinical formulation if known.  Finally, the Community Integration Team projects a date 
for discharge as well as monitors the status of key steps that must be taken in order to effect the discharge.  This is 
reviewed with the teams at least monthly during the Monday CIT meetings. 
 
2. LƳǇƭŜƳŜƴǘ ŀƴŘ ƳƻƴƛǘƻǊ ǘƘŜ /ƻǊǊŜŎǘƛǾŜ !Ŏǘƛƻƴ tƭŀƴΦ  ¢ƘŜ /!t ǎƘƻǳƭŘ ōŜ ƳƻŘƛŦƛŜŘ ǘƻ ƛƴŎƭǳŘŜ άǎƻŎƛŀƭ ǿƻǊƪŜǊǎ ǘƻ ƛŘŜƴǘƛŦȅ 

specific recommendations/interventionsέ ǘƘŀǘ ƘŀǾŜ ǎǇŜŎƛŦƛŎ ǘƛƳŜƭƛƴŜǎ ŦƻǊ ŎƻƳǇƭŜǘƛƻƴΦ 
 
SEH Response:  See response to Recommendation Number 1. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ  
 

DISCHARGE MONITORING AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N 17 17 20 22 15 22 21 19 

n 4 4 5 5 4 5 5 5 

%S 24 24 25 23 27 23 24 24 

%C.  # 22 Were there time frames for the completion of 
the interventions? 

100 75 80 100 100 80 11 89 

N = All discharges in the month 
n = number audited 
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*  Mean for prior period is based only upon two months of data 
Target sample is 20% of discharges 
Tab # 68 DISCHARGE AUDIT RESULTS 
 
Analysis/Action Plans:   As previously noted, the Hospital provided additional training to treatment teams around 
discharge and treatment planning, with a focused module on developing discharge criteria, discharge plans and identifying 
discharge barriers.  Among the topics covered were ensuring staff were identified to address criteria and to work to 
remove barriers.   See V.A.3 and Tab #1 for information about the IRP training.   
 
Audits show improved performance on this indicator with a mean of almost 90% and for several months, performance met 
the 100% mark.  Audits will continue to monitor performance on this requirement. 
 

VII.D By 12 months from the Effective Date hereof 
when clinically indicated, SEH and/or DMH 
shall transition individuals into the 
community where feasible in accordance 
with the above considerations. In particular, 
SEH and/or.DMH shall ensure that 
individuals receive adequate assistance in 
transitioning prior to discharge. 

Recommendations: 
Implement and monitor the Corrective Action Plan. 
 
SEH Response:  Corrective Action Plan is being implemented and monitored.  See CAP, March 2011 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 

 

DISCHARGE MONITORING AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P*  

Mean-
C 

N 17 17 20 22 15 22 21 19 

n 4 4 5 5 4 5 5 5 

%S 24 24 25 23 27 23 24 24 

%C.  # 23 Is there evidence of adequate assistance in 
transitioning prior to discharge? 

50 75 80 80 75 80 22 74 

N = All discharges in the month 
n = number audited 
*  Mean from prior review period reflects 2 months of audits. 
Tab # 68 DISCHARGE AUDIT RESULTS 

 
Analysis/Action Plans:  As previously noted, the Hospital provided additional training to treatment teams around discharge 
and treatment planning, with a focused module on developing discharge criteria, discharge plans and identifying discharge 
barriers.  Among the topics covered were ensuring staff were identified to address criteria and to work to remove barriers.    
See V.A.3 and Tab #1 for information about the training.  The Hospital also continues to implement the revised TLC 
programming and curricula have far more robust offerings to address transition issues, and many of the groups include 
community visits to learn how to manage shopping, public transportation, etc. See VII.A.4 for specific listing of TLC groups 
and activities. 
 
Audits show significant improvement in transitioning individuals to the community, improving from a mean of 22% during 
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the last review period to 74% during this period.  This is further supported by the HosǇƛǘŀƭΩǎ ƭƻǿ ол Řŀȅ ǊŜƘƻǎǇƛǘŀƭƛȊŀǘƛƻƴ 
rate which was below 6% consistently since October 2010, and well below the national public rate of 7.84%.   The Hospital 
will continue with monthly audits.  
 

VII.E Discharge planning shall not be concluded 
without the referral of an individual to an 
appropriate set of supports and services, the 
conveyance of information necessary for 
discharge, the acceptance of the individual 
for the services, and the discharge of the 
individual. 

Recommendations: 
 
1. Implement and monitor the Corrective Action Plan. 
 
SEH Response:  The Hospital is implementing and monitoring the CAP.  See CAP, March 2011 
 
2. Consider adding a note in the clinical record that consumer was provided a copy of discharge plan. 
 
SEH Response:  The Hospital considered this recommendation, has elected not to implement it but has developed an 
alternative.  The Discharge Plan of Care is a form for which Avatar allows for electronic signatures.  The feature is activated, 
and one is located in the treatment rooms on each unit (ŀƴŘ ƛƴ ǘƘŜ ǎƻŎƛŀƭ ǿƻǊƪŜǊǎΩ ƻŦŦƛŎŜ ŦƻǊ ǘƘŜ ŎƛǾƛƭ ŀŘƳƛǎǎƛƻƴǎ ǳƴƛǘ).  The 
signature pads were relocated to the treatment rooms to facilitate access.  There are occasions where individuals in care 
refuse to sign the electronic signature pad; in those cases the individuals will be asked to sign the printed copy that is given 
to them.  If the individual still refuses to sign, social workers now will indicate on the printed version form if an individual 
refuses to sign.  Copies of any form for which an electronic signature is not obtained are being sent to the Director of 
Treatment Services and beginning April 2011, will be scanned into the record through the FILE NET system once it is fully 
implemented.   
 
Facility findings: 
 

DISCHARGE MONITORING AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-
P 

Mean-
C 

N 17 17 20 22 15 22 21 19 

n 4 4 5 5 4 5 5 5 

%S 24 24 25 23 27 23 24 24 

%C.  # 6  Is there documented evidence of active 
collaboration with a CSA?  

100 75 80 80 100 80 43 85 

%C.  # 7 Was the outpatient psychiatrist identified? 100 100 60 80 100 100 78 89 

%C.  #8  Was the outpatient/community support 
worker identified? 

100 100 80 100 100 100 87 96 

%C.  # 9 Was the next outpatient (medication or 
therapy) appointment date indicated? 

100 75 40 60 100 100 71 76 

%C.  # 10 Was the outpatient medical appointment 
date indicated? 

0 0 50 0 100 0 40 25 

%C.  # 11 Was the specific role of medication 
completed? 

50 100 100 80 75 75 58 81 
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%C.  # 12 Was the exact type of day services or 
employment indicated? 

100 100 100 80 100 80 71 92 

%C.  # 13 Were the type and location of substance 
abuse/addiction services indicated? 

n/a 50 0 100 50 0 50 44 

%C.  # 14 If the individual has an active Axis III 
diagnosis, were ongoing medical needs identified? 

100 100 75 100 100 100 59 94 

%C.  # 15 Was housing secured? 75 75 75 80 75 100 71 80 

҈/Φ  І мс ²ŀǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ōŜƴŜŦƛǘ ƛƴŦƻǊƳŀǘƛƻƴ 
completed? 

75 25 50 60 75 80 83 62 

%C.  # 17 Were any other specialized services 
identified? 

100 50 100 100 100 100 68 88 

%C.  # 18 Was the discharge plan of care signed by 
the individual or his/her legal representative? 

**  **  **  **  25 80 n/a 56 

%C.  # 19 Was a copy of the discharge plan of care 
ƎƛǾŜƴ ǘƻ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ƻǊ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŦŀƳƛƭȅ ƻǊ 
legal representative?  

**  **  **  **  25 80 n/a 56 

N = All discharges in the month 
n = number audited 
*  * Not available to verify signatures in Avatar-predated provision of signature pads.  
Tab # 68 DISCHARGE AUDIT RESULTS 

 
Analysis/Action Plans:   See VII.A.  Audits show improvement on nine indicators, and a decline in performance on three 
indicators.  Discharge audits will continue.  Social work supervisors, as well as the other discipline directors, will review data 
monthly to identify systemic issues or trend among individual practitioners.   
 
 

VII.F By 12 months from the Effective Date 
hereof, SEH and/or DMH shall develop and 
implement a quality assurance/improvement 
system to monitor the discharge process and 
aftercare services, including: 

Recommendations: 
 
Continue to monitor progress. 
 
SEH Response:  Audits by the MHA around provision of aftercare services and discharge process continue.  Tab # 73, DMH, 
Division of Integrated Care Post Discharge Care Audit Results.  
 
 

VII.F.1 developing a system of follow-up with 
community placements to determine if 
discharged individuals are receiving the care 
that was prescribed for them at· discharge; 
and 

Recommendations: 
 
1.   Continue to monitor progress. 
 
SEH Response:  Audits by the MHA around provision of aftercare services and discharge process continue.  Tab # 73, DMH, 
Division of Integrated Care Post Discharge Care Audit Results.  The trend suggests improving stability in housing and some 
ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƳŀƛƴǘŀƛƴƛƴƎ ǘƘŜƛǊ Řŀȅ ŀŎǘƛǾƛǘƛŜǎΦ  
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VII.F.2 hiring sufficient staff to implement these 
provisions with respect to discharge 
planning. 

Recommendations: 
 
Continue to monitor progress. 
 
SEH Response:  Sufficient staff remain on board to implement the provisions relating to discharge planning. 
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VIII. SPECIFIC TREATMENT SERVICES 
VIII.A Psychiatric Care  

 By 24 months from the Effective Date 
hereof, SEH shall provide all of the 
individuals it serves routine and emergency 
psychiatric and mental health services. 

 
 
 
 
 

VIII.A.1 By 24 months from the Effective Date 
hereof, SEH shall develop and implement 
policies and/or protocols regarding the 
provision of psychiatric care. In particular, 
policies and/or protocols shall address 
physician practices regarding: 

 
 
 
 
 
 
 

VIII.A.1.a documentation of psychiatric 
assessments and ongoing 
reassessments per the requirements of 
this Settlement Agreement; 

Recommendations: 
 
1. Same as in VI.A.1, VI.A.2, VI.A.4, VI.5, VI.A.6.a and VI.A.6.c. 
 
SEH Response:   See VI.A.1, VI.A.2, VI.A.4, VI.5, VI.A.6.a and VI.A.6.c. 
 
2. Implement SEH CAP of October 7, 2010 relative to this section. 
 
SEH Response:  The October 7, 2010 CAP was implemented and subsequently updated effective March 4, 2011.  A copy of 
the updated CAP can be found in the Attachments as a separate document.  While the Medication audits by Pharmacy 
were discontinued during this period as recommended by DOJ consultant, the Hospital modified the Psychiatric Update 
form and audit tool in an effort to improve the clinical flow and to strengthen the sections addressing response to 
treatment (both pharmacological and non-pharmacological), key events in the period since the last update and whether 
ǘƘŜ Lwt ǎǳǇǇƻǊǘǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ Ǝƻŀƭǎ ŀƴŘ ƻōƧŜŎǘƛǾŜǎ ƎƛǾŜƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎǳǊǊŜƴǘ ŎƻƴŘƛǘƛƻƴΣ ŀƳƻƴƎ ƻǘƘŜǊ ǘƘƛƴƎǎΦ  See Tab 
# 17 Psychiatric Update Form and Tab # 18 Psychiatric Update Audit form, (effective January, 2011).  In addition, medical 
staff were trained on the need to address the rationale for high risk medication practices in their assessments, and this is 
included in the audits.  Monthly audits of the CIPA and Psychiatric Update continue, and the Medical Director and/or 
Director of Psychiatric Services work with individual psychiatrists as performance issues surface during the audits.   
 

VIII.A.1.b documentation of significant 
developments in the individual's clinical 
status and of appropriate psychiatric 
follow up; 

Recommendations: 
 
Same as in VI.A.1, VI.A.2, VI.A.3, VI.A.4 and VI.A.7. 
 
SEH Response:  See VI.A.1, VI.A.2, VI.A.3, VI.A.4 and VI.A.7. 
 
Facility findings: 
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PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 7 (old tool) Is there adequate explanation for use 
of STAT medications, seclusion or restraint-specifically if 
and how the benefits of these interventions outweighed 
their risks, triggers, frequency, etc?  

67 100 50 *  *  *  68 77 

҈/   І р όƴŜǿ ǘƻƻƭύ 9ȄǇƭŀƴŀǘƛƻƴ ŦƻǊ ǘƘŜ {¢!¢ ƳŜŘƛŎŀǘƛƻƴΩ 
benefits that outweigh the risks? 

*  *  *  n/a 100 100 *  100 

%C  # 6 (new tool)  Benefits and risks of restraint or 
seclusion explained 

*  *  *  n/a n/a n/a *  n/a 

%C   #  8  (old tool) If medication is being administered 
involuntarily is there adequate explanation why? 

75 100 75 *  *  *  88 80 

%C  #7  Are the appropriate adverse reactions noted in 
the appropriate subsection with respect to FGA or SGA 
antipsychotics 

81 94 100 86 88 100 88 91 

%C  #8 Specification and rationale for two or more 
antipsychotics 

67 100 100 100 100 92 89 94 

%C   # 9  Were the risk assessment subsections of the 
psychiatric update fully and accurately completed? 

100 100 100 100 100 100 95 100 

%C   # 10 Does the psychiatric update accurately reflect 
ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘκǇǊƻƎǊŜǎǎ 

100 100 100 100 100 100 99 100 

%C  # 11 Diagnosis reflect current clinical data 100 100 100 96 100 100 98 99 

%C  # 13 Justification for R/O or NOS diagnosis 75 78 100 100 100 75 82 86 

%C  # 15  Justification for using anti-cholinergics 100 100 88 n/a 100 100 84 97 

%C  # 16 Psychiatric Update reflects lab levels obtained 
at appropriate interval 

88 100 100 100 100 100 92 99 

%  # 17 If abnormal labs are indicated, is there evidence 
of appropriate follow up and response? 

97 100 100 100 96 100 95 99 

%C  # 18 Does the pharmacological plan of care reflect 
the diagnosis, mental status assessment and indiviŘǳŀƭΩǎ 
response to treatment? 

97 100 100 96 100 100 99 99 

%C #19  Does the pharmacological plan of care 
adequately address the monitoring of FGA or SGA for 
adverse reactions/side effects? 

100 100 100 100 100 100 90 100 

%C  # 23  If completed by a resident, is there 
documented evidence that the psychiatric update was 
reviewed by attending psychiatrist and issues noted? 

100 100 100 75 100 100 83 98 
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N = End of month census less monthly admissions 
n = Number audited. (Target is two per unit psychiatrist per audit sample plan) 
*  Data for this indicator not collected for this month 
N/a = no cases applicable 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 
Analysis/Action Plans:   The Hospital modified its Psychiatric Update to include recommendations made by DOJ 
consultants and to improve the clinical flow of the form, and also changed a number of the prompts that are expected to 
ƛƳǇǊƻǾŜ ǘƘŜ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ŀǊƻǳƴŘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇǊƻƎǊŜǎǎ ŀƴŘ ŀƴȅ ǎƛƎƴƛŦƛŎŀƴǘ ŘŜǾŜƭƻǇƳŜƴǘǎΦ  See Tab # 17, Psychiatric 
Update Form  Highlights of the new psychiatric update form, (which was effective end of October 2010 and thereafter 
refined in  April 2011), that address significant developments in clinical status and psychiatric follow up, include the 
following elements of the Interim History όƳƻǎǘ ŀǊŜ ƳŀƴŘŀǘƻǊȅ ŦƛŜƭŘǎύΥ мύ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ƳŜŘƛŎŀǘƛƻƴΣ нύ ƻǾŜǊŀƭƭ 
ŀǎǎŜǎǎƳŜƴǘ ƻŦ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇǎȅŎƘƛŀǘǊƛŎ ŎƻƴŘƛǘƛƻƴ όLƳǇǊƻǾƛƴƎΣ ǳƴŎƘŀƴƎŜŘΣ ǿƻǊǎŜƴƛƴƎύΣ оύ ŀ ƴŀǊǊŀǘƛǾŜ ǎŜŎǘƛƻƴ ǿƘŜǊŜ ǘƘŜ 
psychiatrist is expected to describe the oǾŜǊŀƭƭ ŀǎǎŜǎǎƳŜƴǘ ƛƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎƻƴŘƛǘƛƻƴ ǎƛƴŎŜ ǘƘŜ ƭŀǎǘ ŀǎǎŜǎǎƳŜƴǘΣ пύ 
whether the individual is progressing toward treatment goals with a narrative description 5) whether the IRP supports the 
ƎƻŀƭǎκƻōƧŜŎǘƛǾŜǎ ƎƛǾŜƴ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ŎǳǊǊŜƴǘ ŎƻƴŘƛǘƛƻn, 6) whether labs were taken and 7) description of any abnormal 
and normal labs, and  8) whether consultations were obtained/results.  ¢ƘŜ tǎȅŎƘƛŀǘǊƛŎ ¦ǇŘŀǘŜΩǎ section relating to 
pharmacological treatment includes information about presence of side effects, a description of changes to medication and 
why, blood level monitoring, as well as addressing non-pharmacological interventions. Finally, the plan section of the 
Update requires the psychiatrist to state the rationale for continuing or changing medication regimen and other 
treatments, addresses medical problems, or need for consults or strategies to address abnormal labs.  
 
As noted, the audit tool for Psychiatric Updates was modified in January 2011, so some indicators only have data from 
three months of the review period, and other indicators were dropped at that time.  Performance improved on all 
indicators and only falls below the 90% mark on one currently audited indicator.   Audits monitoring performance of this 
requirement will continue. The Director of Medical Affairs will monitor for changes in trends or issues around a particular 
ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ ǇŜǊŦƻǊƳŀƴŎŜ ŀƴŘ ǿƛƭƭ ŀŘŘǊŜǎǎ ǘƘŜƳ ǿƛǘƘ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭ ǇǊŀŎǘƛǘƛƻƴŜǊ ŀǎ ŀǇǇǊƻǇǊƛŀǘŜΦ   
 

VIII.A.1.c timely and justifiable updates of diagnosis 
and treatment, as clinically appropriate; 

Recommendations: 
 
Same as in VI.A.1, VI.A.3, VI.A.4 and VI.A.7. 
 
SEH Response: See VI.A.1, VI.A.3, VI.A.4 and VI.A.7. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ  
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 
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%C   #10   Does the psychiatric update accurately reflect 
ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘκǇǊƻƎǊŜǎǎΚ 

100 100 100 100 100 100 99 100 

%C  # 11  Does the diagnosis reflect current clinical data 
or was it changed or updated based upon change in 
current clinical data?   

100 100 100 96 100 100 98 99 

%C  #18  Does the pharmacological plan of care reflect 
the diagnoses, mental status assessment and 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘreatment?  

97 100 100 96 100 100 99 99 

%C  #21  Does the psychiatric update include an 
appropriate plan that includes integration of behavioral 
and psychiatric interventions? 

100 100 100 96 100 100 97 99 

N= End of month census less monthly admissions 
n = Number audited. (Target is two per unit psychiatrist per audit sample plan) 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:   Performance remains excellent, and the HospitalΩǎ aŜŘƛŎŀƭ 5ƛǊŜŎǘƻǊ ŀƴŘ 5ƛǊŜŎǘƻǊ ƻŦ tǎȅŎƘƛŀǘǊƛŎ 
Services continue to monitor individuals who carry an NOS or R/O diagnoses.  Audits monitoring this requirement will 
ŎƻƴǘƛƴǳŜΦ ¢ƘŜ 5ƛǊŜŎǘƻǊ ƻŦ aŜŘƛŎŀƭ !ŦŦŀƛǊǎ ǿƛƭƭ ƳƻƴƛǘƻǊ ŦƻǊ ŎƘŀƴƎŜǎ ƛƴ ǘǊŜƴŘǎ ƻǊ ƛǎǎǳŜǎ ŀǊƻǳƴŘ ŀ ǇŀǊǘƛŎǳƭŀǊ ǇǊŀŎǘƛǘƛƻƴŜǊΩǎ 
performance. 
 

VIII.A.1.d documentation of analyses of risks and 
benefits of chosen treatment 
interventions; 

Recommendations: 
 
Same as in VI.A.1 and VI.A.7. 
 
SEH Response:  See VI.A.1 and VI.A.7. 
 
FŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ  
 

COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 

%C   # 19 Are the risks associated with the medication 
regimen addressed? 

86 100 100 100 100 100 86 97 

N= Number of admissions 
n= 20% sample per audit plan 
Tab # 16 CIPA AUDIT RESULTS 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 
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N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 7  (old tool)Is there adequate explanation for use 
of STAT medications, seclusion or restraint-specifically if 
and how the benefits of these interventions outweighed 
their risks, triggers, frequency, etc?  

67 100 50 *  *  *  68 77 

%C   # 5 (new tool) Explanation for the STAT medication 
benefits that outweigh the risks? 

*  *  *  n/a 100 100 *  100 

%C  # 6 (new tool)  Benefits and risks of restraint or 
seclusion explained 

*  *  *  n/a n/a n/a *  n/a 

%C  #7  Are the appropriate adverse reactions noted in 
the appropriate subsection with respect to FGA or SGA 
antipsychotics 

81 94 100 86 88 100 88 91 

%C  #8  Specification and rationale for two or more 
antipsychotics 

67 100 100 100 100 92 89 94 

%C   # 15 If the medication regimen includes use of anti-
cholinergics in an individual with diagnosis of cognitive 
disorder, is there an adequate justification? 

100 100 88 n/a 100 100 84 97 

%C  # 17 If abnormal labs are indicated, is there 
evidence of appropriate follow up and response? 

97 100 100 100 96 100 95 99 

%C #19  Does the pharmacological plan of care 
adequately address the monitoring of FGA or SGA for 
adverse reactions/side effects? 

100 100 100 100 100 100 90 100 

%C   # 20 Does the psychopharmacological plan of care 
adequately address the use of benzodiazepines in high 
risk populations 

100 100 100 100 100 100 88 100 

N= End of month census less monthly admissions 
n = Number audited. (Target is two per unit psychiatrist per audit sample plan) 
*  No data was collected for this indicator for the month indicated 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:   This is another requirement that was addressed in revisions to the Psychiatric Update.  See Tab # 
17, Psychiatric Update.  Beginning in late October 2010, the current treatment section of the Update now includes 
questions around whether the individual is experiencing side effects, whether there has been any change in medication 
and if so, what and why, whether the benefits of medication prescribed and risks and/or side effects have been discussed 
with the individual and requires a summary of that conversation.  The Psychiatric Update also requires the psychiatrist to 
address the use of restraint or seclusion or STAT medications in the context of whether medication changes may be in 
order. 
 
The audits will continue to monitor whether psychiatrists are documenting the rationale underlying medication choices 
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and the risks/ benefits; this is especially true around use of STAT medications and use of benzodiazepines.  The Medical 
Director based upon the audits will identify practitioner issues.  In addition, the medication guidelines were modified. The 
Medical Director will review the documentation expectations during his monthly meetings with psychiatrists.   
 
 

VIII.A.1.e assessment of, and attention to, high-
risk behaviors (e.g., assaults, self-harm, 
falls) including appropriate and timely 
monitoring of individuals and 
interventions to reduce risks; 

Recommendations: 
1. Same as in V.B.5, VI.A.2.and VI.A.7. 
 
SEH Response:  See V.B.5, VI.A.2.and VI.A.7. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 

%C   #13  Were the following components of a risk 
assessment completed?*  

100 100 100 *  *  *  100 100 

%C   #13a  Risk of self injury 100 100 100 100 100 100 98 100 

%C   # 13b  Risk of completed suicide 100 100 100 100 100 83 98 98 

%C   # 13c  Risk of physical aggression 100 100 100 100 100 83 100 98 

%C   # 13d  Risk of sexual aggression 100 100 100 100 100 83 100 98 

%C   # 13e  Risk of elopement 100 100 100 100 100 83 100 98 

%C   # 14 For each type of risk that was identified as 
mild or above, were appropriate precautions identified? 

100 100 100 100 100 100 95 100 

N= Number of admissions 
n= number audited. Target is 20% 
* Subsections a through e added in March 2010. Data from prior review for subsections not available 
Tab # 16 CIPA AUDIT RESULTS 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 7  (old tool) Is there adequate explanation for use 
of STAT medications, seclusion or restraint-specifically if 
and how the benefits of these interventions outweighed 
their risks, triggers, frequency, etc?  

67 100 50 *  *  *  68 77 
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҈/   І р όƴŜǿ ǘƻƻƭύ 9ȄǇƭŀƴŀǘƛƻƴ ŦƻǊ ǘƘŜ {¢!¢ ƳŜŘƛŎŀǘƛƻƴΩ 
benefits that outweigh the risks? 

*  *  *  n/a 100 100 *  100 

%C  # 6 (new tool)  Benefits and risks of restraint or 
seclusion explained 

*  *  *  n/a n/a n/a *  n/a 

%C   #9 Were the risk assessment subsections of the 
psychiatric update fully and accurately completed? 

100 100 100 100 100 100 95 100 

N= End of month census less monthly admissions 
n = Number audited. (Target is two per unit psychiatrist per audit sample plan 
*  No data was collected for this indicator for the month indicated 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plans:   The audit results suggest high performance around completion of risk assessments, and addressing 
use of STAT medications and restraint or seclusion. The Medical Director will share audit results with the psychiatrists; he 
will continue to work with psychiatrists around the quality of documentation.   
 
In addition, the Hospital is tracking high risk behaviors or medical conditions through the High Risk Indicator Event System 
and High Risk Indicator Tracking and Review Policy.  There are two pertinent aspects to the system that address this DOJ 
requirement.  First, the Hospital continues to monitor those individuals involved in 3 or more major UIs in a 30 day period, 
although the process was slightly modified during the review period.  As modified, the Risk Manager notifies the treatment 
team and the Director of Psychiatric Services when an individual has a third major incident within a 30 day period.  Now 
however, the Director of Psychiatric Services gives a few days to the treatment team to address the issue, and then, within 
a week, reviews the record and makes additional recommendations to the team if needed, or if no additional 
recommendations are needed, so indicates in the medical record.  See Tab # 56, Risk Indicator Tracking Reports.  This will 
continue.  In addition, the Hospital, effective March 2011, finalized and began implementing the High Risk Indicator 
Tracking and Review Policy.  See Tab # 151 High Risk Indicator Tracking and Review Policy.  Under the policy, eight 
categories of behavioral high risks and eight categories of medical high risks were identified and individuals in care who 
meet the criteria are now identified and tracked until removed from the lists.  The policy provides for three levels of 
interventions, including the first level by the IRP teams, a second level of review by the Director of Psychiatric Services (or 
designee) of any individual who meets a high risk threshold and a third level clinical consultation team (CCT) which reviews 
any individual who meets the high risk threshold more than once in a six month period, remains on the list more than six 
months, or requires placement on a list for the second time in a six month period.  Individuals in care who meet the criteria 
were identified in March 2011, and tracking has begun. 
 

VIII.A.1.f documentation of, and responses to, 
side effects of prescribed medications; 

Recommendations: 
1. Same as in VI.A.1 and VI.A.7. 
 
SEH Response:  See VI.A.1 and VI.A.7, VIII.A.1.e. 

 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
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COMPREHENSIVE INITIAL PSYCHIATRIC AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 31 34 32 35 33 29 38 32 

n 7 7 6 7 7 6 7 7 

%S 23 21 19 20 21 21 19 21 

%C   # 19 Are the risks associated with the medication 
regimen addressed? 

86 100 100 100 100 100 86 97 

N= Number of admissions 
n=number audited.  Target is  20% sample per audit plan 
Tab # 16 CIPA AUDIT RESULTS 

 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 7  Are the appropriate adverse reactions noted in 
the appropriate subsection with respect to treatment 
with FGA or SGA anti-psychotics? 

81 94 100 86 88 100 88 91 

%C  # 14  Medication side effects, benefits and risks are 
explained 

*  *  *  100 100 100 *  100 

%C  #  16 Does the Psychiatric Update reflect that lab 
levels were obtained? 

88 100 100 100 100 100 92 99 

%C  # 17  If abnormal results are indicated, is there 
evidence of appropriate follow up and response? 

97 100 100 100 96 100 95 99 

%C  #  19  Does the pharmacological plan of care 
adequately address the monitoring of FGA or SGA for 
adverse reactions/side effects? 

100 100 100 100 100 100 90 100 

N= End of month census less monthly admissions 
n = Number audited. (Target is two per unit psychiatrist per audit sample plan) 
*  No data was collected for this indicator for the month indicated 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 
Analysis/Action Plans:  The Psychiatric Update form was modified to capture additional information about response to 
medication and presence of side effects.  The Interim History section now requires the psychiatrist to categorize the 
ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ƳŜŘƛŎŀǘion as full, partial or no response and address, inter alia, whether the individual is 
progressing toward treatment goals.  In the pharmacological section of the current treatment section, the psychiatrist is 
prompted to report any side effects and describe them, address whether medications were changed, what the changes 
were and the rationale for the changes and whether the benefits of medication and potential side effects were discussed 
with the individual.  See Tab # 17 Psychiatric Update Form.  The Psychiatric Update audit form was also modified.  See Tab 
# 18 Psychiatric Update Audit Form and instructions.     
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The audits suggest high levels of performance. The Hospital will continue monitoring through the audits.  
 

VIII.A.1.g documentation of reasons for complex 
pharmacological treatment;   

Recommendations: 
1. Same as in VI.A.1 and VI.A.7. 
 
SEH Response:  See VI.A.1 and VI.A.7. 
 
2. Continue to monitor this requirement regarding the use of polypharmacy based on an adequate sample. Present a 

summary of the aggregated monitoring data including the following information: target population (N), population 
audited (n), sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted 
average %C.  The data should be accompanied by analysis of low compliance with plans of correction.  Supporting 
documents should be provided. 

 
SEH Response:  See data below. 
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:   See data below.  
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C  #8  Specification and rationale for two or more 
antipsychotics 

67 100 100 100 100 92 89 94 

%C   # 15 If the medication regimen includes use of anti-
cholinergics in high risk category, is there an adequate 
justification? 

100 100 88 n/a 100 100 84 97 

%C   # 19 Does the psychopharmacological plan of care 
adequately address the monitoring of FGA or SGA for 
adverse reactions/side effects? 

100 100 100 100 100 100 90 100 

%C   # 20 Does the psychopharmacological plan of care 
adequately address the use of benzodiazepines if the 
individual carries substance abuse diagnosis? 

100 100 100 100 100 100 88 100 

N= End of month census less monthly admissions 
n = Number audited. (Target is two per unit psychiatrist per audit sample plan 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
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Analysis/Action Plan:  This requirement is being audited through the Psychiatric Update audit.  In the prior review period 
this was also monitored through the Medication Monitoring audits completed by Pharmacy audits but those audits were 
discontinued per the recommendation of the DOJ consultant. The data of audited cases shows improvement and good 
performance in the relevant indicators.  In addition, the Director of Psychiatry periodically pulls reports involving cases of 
complex pharmacology and monitors its usage; he follows up as necessary with individual doctors.   
 
Further the Hospital is continuing to track other key data. Below is a chart which summarizes these categories.  (The 
Hospital was unable to calculate averages as requested for this rating period, but expects to be able to do so for the next 
rating period.)   
 

Indicator Number of 
individuals as 
of August 31, 

2010 

Number of 
individuals as 

of February 28, 
2011 

Previous period 
(3/1/10-8/31/10) 

Average based 
upon last day 
of each month 

Current period 
(9/1/10-2/28/11) 
Average based 
upon last day 
of each month 

Daily Census 313 275 319 302 

#1 Total # individuals receiving 
benzodiazepines for more than 90 days (at 
least 90 of last 100 days) 

44 37 Not available Not available 

# 2  Total # individuals receiving 
benzodiazepines for more than 90 days (at 
least 90 of last 100 days) and diagnosed with 
substance abuse disorder 

10 11 Not available Not available 

# 3 Total # individuals receiving 
benzodiazepines for more than 90 days (at 
least 90 of last 100 days) and diagnosed with 
a cognitive disorder 

18 14 Not available Not available 

#4  Total # of individuals receiving 
anticholinergics for > or equal  60 days (at 
least 60 out of the last 70 days) 

71 54 Not available Not available 

# 5  Total # of individuals receiving 
anticholinergics for > or equal 60 days (at 
least 60 out of the last 70 days) and 
diagnosed with Tardive Dyskinesia 

14 12 Not available Not available 

# 6  Total # of individuals receiving 
anticholinergics for > or equal to 60 days (at 
least 60 out of the last 70 days) and 
diagnosed with cognitive disorder 

13 14 Not available Not available 
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# 7 Total # of individuals receiving 
anticholinergics for greater than or equal to  
60 days and 65 or older 

10 11 Not available Not available 

# 8 Total #of individuals receiving two or 
more anti-psychotic medications 

285 258 Not available Not available 

# 9 Total # of individuals receiving four or 
more psychotropic medications 

44 35 Not available Not available 

# 10  Total # of individuals receiving NGA 238 221 Not available Not available 

# 11 Total # of individuals receiving NGA 
medications with a diagnosis of DM 

15 17 Not available Not available 

# 12 Total # of individuals receiving NGA 
medications and new onset of DM during 
rating period 

4 3 Not available Not available 

 
See Tab # 157  Data Summary Reports on Diagnoses and Medications 
 
The Hospital will continue with audits.  
 

VIII.A.1.h timely review of the use of "pro re nata" 
or "as-needed" ("PRN") medications and 
adjustment of regular treatment, as 
indicated, based on such use. 

 
Recommendations: 
 
1. Same as in VI.A.1 and VI.A.7. 
 
SEH Response:  See VI.A.1 and A.7. 
 
2. Provide monitoring data (Psychiatric Update/Medication Monitoring Audits) based on adequate samples.  Present a 

summary of the aggregated monitoring data, including the following information: target population (N), population 
audited (n), sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted 
average %C.  The data should be accompanied by analysis of low compliance with plans of correction.  Supporting 
documents should be provided. 

 
SEH Response:  See data below. Please note that per the recommendation in Section V.B.9, the Hospital discontinued the 
medication monitoring audits.   
 
3. Present comparative data (mean %C for each indicator in current review period vs. last review period). 
 
SEH Response:  See data below. 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
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PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C   # 7  (old tool) Is there an adequate explanation for 
the use of STAT medications, seclusion/restraint- 
specifically if and how the benefits of these 
interventions outweighed their risks, any triggers, 
frequency, etc.?* 

67 100 50 *  *  *  68 77 

% C  # 5 (new tool) Explanation for the STAT 
ƳŜŘƛŎŀǘƛƻƴΩǎ ōŜƴŜŦƛǘǎ ǘƘŀǘ ƻǳǘǿŜƛƎƘ Ǌƛǎƪǎ 

*  *  *  n/a 100 100 *  100 

%C  # 6 (new tool)Benefits and risks of restraint and 
seclusion explained 

*  *  *  n/a n/a n/a *  n/a 

%C  #18  Does the pharmacological plan of care reflect 
adequately address the diagnoses, mental status 
ŀǎǎŜǎǎƳŜƴǘ ŀƴŘ ƛƴŘƛǾƛŘǳŀƭΩǎ ǊŜǎǇƻƴǎŜ ǘƻ ǘǊŜŀǘƳŜƴǘΚ  

97 100 100 96 100 100 99 99 

N= End of month census less monthly admissions 
n = Number audited. (Target is two per unit psychiatrist per audit sample plan) 
*  No data was collected for this indicator for the month indicated 
Tab # 11 PSYCHIATRIC REASSESSMENT AUDIT RESULTS 
 
Analysis/Action Plan:  The Hospital will continue its monthly audits.  The Medical Director is reminding staff about the 
importance of including rationales in the Psychiatric Updates.  
 

VIII.A.2 By 18 months from the Effective Date 
hereof, SEH shall develop and implement 
policies and/or protocols to ensure system-
wide monitoring of the safety, effectiveness, 
and appropriateness of all psychotropic 
medication use. In particular, policies and/or 
protocols shall address: 

 

VIII.A.2.a monitoring of the use of psychotropic 
medications to ensure that they are: 

 

VIII.A.2.a.i Clinically justified Recommendations: 
 
1. Implement corrective actions to correct the deficiencies outlined by this consultant regarding the monitoring of 

individuals receiving new generation antipsychotic medications. 
 
SEH Response:  The Hospital has taken several steps to address this recommendation. First, the medication guidelines were 
amended to add a standard to ensure adequate monitoring of vital signs, including temperature, for individuals receiving 
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ŎƭƻȊŀǇƛƴŜΦ  ό!ŘŘǊŜǎǎŜǎ ƛǎǎǳŜǎ ƛŘŜƴǘƛŦƛŜŘ ŀǎ І м ŀƴŘ н ƻƴ ǇŀƎŜ мнн ƻŦ 5hWΩǎ ǊŜǇƻǊǘύΦ  {ŜŎƻƴŘΣ ǘƘŜ IƻǎǇƛǘŀƭ ƳƻŘƛŦƛŜŘ ƛǘs 
tǎȅŎƘƛŀǘǊƛŎ ¦ǇŘŀǘŜ ŦƻǊƳ ǿƘƛŎƘ ƴƻǿ ƛƴŎƭǳŘŜǎ ǇǊƻƳǇǘǎ ǊŜƭŀǘƛƴƎ ǘƻ ǇǊŜǎŜƴŎŜ ƻŦ άǊŜƭŜǾŀƴǘ ƭŀōǎκǎŜǊǳƳ ƭŜǾŜƭǎέΣ Ǌequesting 
description of abnormal labs and a description for normal labs, whether there were any recent consults/studies and 
requesting a description of any recent consults. Third, physicians were given a paper copy of the lab monitoring guidelines 
to make it always available to them. Finally, the Director of Psychiatric Services reviews the laboratory orders/results for all 
individuals presented to the Forensic Review Board to ensure they are up-to-date.   
 
2. Continue to monitor this requirement regarding high risk medication uses (Psychiatric Update and Medication 

Monitoring Audits), based on an adequate sample during the review period.  Present a summary of the aggregated 
monitoring data in the progress report, including the following information: target population (N), population audited 
(n), sample size (%S), indicators/sub-indicators, corresponding mean compliance rates (%C) and weighted average %C.  
The data should be accompanied by analysis of low compliance with plans of correction.  Supporting documents 
should be provided. 

 
SEH Response:  See data below.  Please note that the Hospital modified the Psychiatric Update audit to monitor high risk 
medication uses and discontinued the medication monitoring audit per the recommendation in the November 2010 report 
at cell V.B.9 
 
3. Continue to provide information regarding the number of individuals receiving high risk medication uses during the 

review period compared to the last review period.  Provide average number of individuals during the review period 
and address the following types of medication uses: 
a) Intra-class polypharmacy (two or more antipsychotics); 
b) Inter-class polypharmacy(four or more); 
c) Anticholinergics > 90 days for individuals age 65 or above; 
d) Anticholinergics > 90 days for individuals diagnosed with cognitive impairments (Borderline Intellectual 

Functioning, Cognitive Disorder NOS, Mental Retardation or Dementias); 
e) Benzodiazepines >90 days for individuals diagnosed with any substance use disorder; and 
f) Benzodiazepines >90 days for individuals diagnosed with cognitive impairments (Borderline Intellectual 

Functioning, Cognitive Disorder NOS, Mental Retardation or Dementias). 
 
SEH Response:  Although the DOJ consultant requested that the Hospital provided averages data it is unable to do so with 
this report, but expects to be able to do so for the next review. 
 

Indicator Number of individuals as 
of August 31, 2010 

Number of individuals as 
of February 28, 2011 

Daily Census 313 275 

#1 Total # individuals receiving benzodiazepines for 
more than 90 days (at least 90 of last 100 days) 

44 37 

# 2  Total # individuals receiving benzodiazepines for 
more than 90 days (at least 90 of last 100 days) and 
diagnosed with substance abuse disorder  

10 11 
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# 3 Total # individuals receiving benzodiazepines for 
more than 90 days (at least 90 of last 100 days) and 
diagnosed with cognitive disorder (Borderline 
Intellectual functioning, Cognitive Disorder NOS, any 
Dementias, Mental Retardation)  

18 14 

#4  Total # of individuals receiving anticholinergics for > 
or equal  60 days (at least 60 of the last 70 days) 

71 54 

# 5  Total # of individuals receiving anticholinergics for > 
or equal 60 days (at least 60 of the last 70 days) and 
diagnosed with Tardive Dyskinesia  

14 12 

# 6  Total # of individuals receiving anticholinergics for > 
or equal to 60 days (at least 60 of the last 70 days) and 
diagnosed with cognitive disorder  

13 14 

# 7 Total # of individuals receiving anticholinergics for 
greater than or equal to 60 days (at least 60 of the last 
70 days) and 65 or older  

10 11 

# 8 Total #of individuals receiving two or more anti-
psychotic medications 

285 258 

# 9 Total # of individuals receiving four or more 
psychotropic medications 

44 35 

# 10  Total # of individuals receiving NGA 238 221 

# 11 Total # of individuals receiving NGA medications 
with a diagnosis of DM 

15 17 

# 12 Total # of individuals receiving NGA medications 
and new onset of DM 

4 3 

 
Tab # 157 Data Summary Reports on Diagnoses and Medications 
 
CŀŎƛƭƛǘȅΩǎ ŦƛƴŘƛƴƎǎΥ 
 

PSYCHIATRIC REASSESSMENT AUDIT RESULTS 

 Sep Oct Nov Dec Jan Feb Mean-P Mean-C 

N 280 273 271 266 266 246 280 267 

n 32 33 25 28 42 23 24 31 

%S 11 12 9 11 16 9 9 11 

%C  #8  Specification and rationale for two or more 
antipsychotics 

67 100 100 100 100 92 89 94 

%C   # 15 If the medication regimen includes use of anti-
cholinergics in high risk category, is there an adequate 
justification? 

100 100 88 n/a 100 100 84 97 




